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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 
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Nardil in the further the 
tiveness and low toxicity of this simple tablet therapy. 


SUPPLIED: Orange-coated tablets, each containing 
15 mg. of phenylethylhydrazine present as the dihy- 
drogen sulfate. Bottles of 100. 
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‘treatment with potent phenothiazines 
“easily alleviated with COGENTIN,”? even in 


COGENTIN is a most powerful antispasmodic, 


yet its long, cumulative action is unusually 


ampuls of 2ce. Also available: Tablets CocENTIN 


(quarterscored), 2 mg., bottles of 100 and 1000. 


1. Ayd, F.J.: Clin. Med. 6:387, 1959. 2. May, R.H.: 


_ Am. J. Psychiat. 116: 360, 1959. 3. Brock, S. 
(Moderator) Bull. 1956. 


@ MERCK SHARP DOHME 
3 Division of Merck & Co., Inc., West Point, 


well tolerated. By controlling parkinsonism = 
> full benefits of phenothiazine manag 
ing dosage and routes of administration, are 


The gift of confidence in epilepsy. In the enchanted moment of childhood, 


happiness is a world of friends, plans, faces, teams . . . Time was when the penalty of being 
“different” was to be denied these joys of belonging, never to know the simplest and sweetest 
pleasures of growing up. Now, with these five distinguished anticonvulsants you can take 


your patients from early childhood to productive maturity —steadily, usefully, confidently. 


ty. Indicated 
for grand mal and psychomotor seizures. PHENURONE® (Phenacemide, Abbott) —Often effective when other agents 
fail. For grand mal, petit mal, psychomotor and mixed seizures. GEMONIL?® (vetharbita!, Abbott) — 

Relatively non-toxic. For grand mal, petit mal, myoclonic and mixed seizures symptomatic of organic 

brain damage. TRIDIONE? (Tiimethadione, Abbott) PARADIONE® (Paramethadione, Abbott Homologous ABBOTT 
agents. Generally afford symptomatic control of petit mal, myoclonic and akinetic seizures. 
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In the treatment of depression 
Tofranil has the lights the toad tO 
remarkable record of producing in 80 per cent of cases 
remission or improvement in 

approximately 80 per cent of cases.1-7 


Tofranil is well tolerated in 
usage—is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular routes. 


Tofranil... a potent thymoleptic 
-».not a MAO inhibitor. Does act 
effectively in a// types of depression 
regardless of severity or chronicity. 


Does not inhibit monoamine oxidase 
in brain or liver; produce CNS 
stimulation; or potentiate other 
drugs such as barbiturates 

and alcohol. 


Detailed Literature Available 
on Request. 


Tofranil® (brand of imipramine ag og tablets 
of 25 mg., bottles of 100. Ampuls 
intramuscular administration only, ak 
containing 25 mg. in 2 cc. of solution, 

cartons of 10 and 50. 


References: 1. Ayd. E J., Jr.: Bull. ore 
Med., Univ. Marylan f429, 1959. 2. Azima, 


H., and Vispo, R. H.: A. Arch. Neurol. 
& My 1959. 3. Lehmann, 
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Prozine is an effective aid for the symptomatic control of (1) apprehension and 
agitation, especially as manifested by somatic complaints and (2) motor excit- 
ability.! Such control is often advantageous where these-~symptoms hinder rap- 
port and, consequently, definitive therapy. According to Ehrmantraut ef al., 
Prozine administered to adolescents"... proved most effective in securing the 
cooperation of the more unmanageable patients.’”? 


Dosage requirements for ProziNe are usually low, thus minimizing the possibility 
of side-effects that might interfere with therapy. 


Wyeth Laboratories Philadelphia 1, Pa. 


1. Oswald, W.J.: Int. Rec. Med. 772:743 (Dec.) 1959. 2. Ehrmantraut, W., et al.: Scientific Exhibit, District 
of Columbia Medical Society (Nov. 24) 1958, Washington, D.C. 
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For Neurosis or Psychoneurosis be 


meprobamate and promazine hydrochloride, Wyeth 


A Century of Service 
to Medicine 


For further information on prescribing and administering Prozine see 
descriptive literature, available on request. 
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FOR YOUR 


nervous 


the 5 -way, 
safe, 
synergistic 
calmative 


NON-BARBITURATE 
combination of 3 components 
in low dosage acts synergistically for greater 
therapeutic range and less toxicity’? 


acetylcarbromal 200 mg. acts at the cortical area 

mephenesin 150 m affects motor center to produce 
muscular relaxation 

reserpine 0.05 mg. depresses overactivity at the 


hypothalamus 


| sedates gently to produce daytime calm, 
| nighttime rest without that “drugged’’ feeling 


Asa daytime sedative to reduce anxiety and 
tension in patients who show signs of nervousness, 
hyperexcitability and emotional upset; also to induce sleep 
in cases of insomnia. 


Asa sedative, 1 AMRIL tablet two or three times daily. 
For sleep, 2 tablets before retiring. 


Boxes of 50 and 100 tablets. 


(1) Batterman, R. C., Leifer, P. and Grossman, A. J.: 
The Advantages of a New Combination Sedative Mixture, Am. Pract. & 
Digest Treat. 7:1795 (Nov.) 1955. (2) Kolodny, L. A. and Fuller, R. H.: 
} Combination Sedative in Emotionally Disturbed Office Patients, Dis. Nerv. 
System, 21:220 (April) 1960. 


AMFRE-GRANT, INC. 
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we 


to control anxiety and tension 


5 mg 
and 
10 mg 


the successor to the tranquilizers 


Successor in scope— Librium covers the entire meprobamate range of therapy, 
a portion of the phenothiazine area, plus the difficult middle ground between 
the two. Often effective in obsessive-compulsive neuroses, Librium also has a 
beneficial effect on depression, particularly the agitated type. 


Successor in safety — Librium ‘‘...has been shown to have a margin of safety 
greater than meprobamate....'"!7 Librium lacks the autonomic blocking 
effect of chlorpromazine and reserpine. It is free from phenothiazine toxicity, 
extrapyramidal complications and the depressions that often follow reserpine. 


Successor in effect — Librium, in addition to relieving anxiety, produces a feeling 
of well-being, increased drive and a broadening of interest. Librium appears 
the biggest step yet toward ‘‘...a pure neuroleptic or ‘easing’ action totally distinct 
from a central sedative or hypnotic one.’’!& 


Packaging: Capsules, 10 mg, green and black — bottles of 50 and 500. 
5 meg, green and yellow — bottles of 50 and 500. 


Published Reports on Librium: 1. 1. H. Harris, Dis. Nerv. System, 21: (Suppl.), 3, 1960. 

2. L. O. Randall, ibid., p. 7. 3. J. M. Tobin, |. F. Bird and D. E. Boyle, ibid., p. 11. 4. H. A. Bowes, 
ibid., p. 20. 5. J. Kinross-Wright, |. M. Cohen and J. A. Knight, ibid., p. 23. 6. H. H. Farb, ibid., 

p. 27. 7. C. Breitner, ibid., p. 31. 8. 1. M. Cohen, Discussant, ibid., p. 35. 9. G. A. Constant, ibid., p. 37 
10. L. J. Thomas, ibid., p. 40. 11. R. C. V. Robinson, ibid., p. 43. 12. S. C. Kaim and I. N. 
Rosenstein, ibid., p. 46. 13. H. E. Ticktin and J. D. Schultz, ibid., p. 49. 14. J. N. Sussex, ibid., p. 53 
15. I. N. Rosenstein, ibid., p. 57. 16. D. C. English, Curr. Therap. Res., 2:88, 1960. 17. T. H 
Harris, J.A.M.A., 172:1162, 1960 . 
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faster therapeutic response 


Model SOS contains the Reiter unidirectional currents and three SedAc F 
ranges as part of the single selector control. Other models available are: : 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- | _ 
— to My used with Model S; 3. SedAc (self-powered) an independent 
rumen 
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REITER 
MODEL SOS 


the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


© most efficient convulsive currents result in minimal ide oileis _ 


negligible 


@ patients are quickly clear and bright following treatment 


difficult cases have responded to SedAc deep sleep 
powerful, deep, effective yet safe treatments are easily applied 


SedAc current establishes better transference — — patients become 
communicative 


anxious aversion to EST minimized by gentle SedAe current 


one-knob, with sige lock, controls conyuleive, and sedative cur- 
rents. 


multiple units in many deep 
treatments — with same doctor-nurse team a es for one. 


machine 


clinical studies have evaluated a new measurement procedure to 
determine areas of cerebral damage and the degree of malfunction 


Only Reiter, the original unidirectional current electrostimulators; are 
authentically backed by extensive clinical experience with over 200 Fejertnces 
literature and 


books. 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 


to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


“Dep 


Composition: Each tablet contains 

1 mg. 2-diethylaminoethy] benzilate 
hydrochloride (benactyzine HCl) and 
400 mg. meprobamate. 

Supplied: Bottles of 50 light-pink, 
scored tablets. 

Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may 

be gradually increased up to 

3 tablets q.i.d. 


WALLACE LABORATORIES 
VA } New Brunswick, N. J. 


0-960 


benactyzine + meprobamate 


Bibliography (11 clinical studics, 764 patients) : 
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To relieve anxiety...especially when 
agitation is the dominant feature 


Thorazine®, a fundamental drug in 


brand of chlorpromazine 


psychiatr Y—The action of 'Thorazine’ has a distinctive 
sedative component, calming agitated patients without impairing 
mental acuity. Overactive, hostile symptomatology can be rapidly 
overcome, promoting receptiveness to therapy and better adjust- 


ment to social demands. 
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Fungus Infections of the Central Nervous System 


(Current Status of Management) 


Louis D. BOSHES, M.D. 


Until recently, fungi and molds were 
hardly considered causes of disease and were 
usually pictured as harmless inhabitants of 
dark cellars, stale bread or exotic cheeses. 
The most familiar is the mushroom, but the 
more valuable are the numerous varieties of 
fungi from which a whole family of life- 
saving antibiotics, including penicillin, ter- 
ramycin, streptomycin, aureomycin, achro- 
mycin, chloromycetin and dozens of others 
have been derived. While some varieties of 
these fungi have saved many lives, others 
are of a malign nature and have infected, 
or even killed, an equal number. 


Fungus infections in man, until recently, 
were not considered serious involvements 
but this premise is no longer valid. We do 
not have accurate vital statistics on fatali- 
ties from fungus infections inasmuch as this 
cause of death is rarely recorded. However, 
in 1951 the United States Vital Statistics 
recorded 338 who had succumbed to systemic 
fungus diseases. Of those who do not die, 
many become disabled with the residua and 
the sequela. 

Nickerson’ has postulated that “fungus in- 
fections are probably the most widely dis- 
tributed and most numerous types of infec- 
tions.” Within the past ten years, there has 
been a resurgence of interest in the treat- 
ment of these diseases and numerous medi- 
cations have appeared in the armamentarium 
of the physician but until recently, there was 
very little in the way of any specific man- 
agement noted. In fact, in 1956, we stated 
that, “It is apparent that the clinician re- 


From Department of Neurology and Psychiatry, 
Northwestern University Medical School, Chicago, 
Illinois, and Division of Neuropsychiatry, Michael 
Reese Hospital, Chicago, Illinois. 
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mains powerless in most instances in the 
management of fungus infections.” This 
premise is no longer true because at the pres- 
ent time, new effective agents have appeared 
with most promising results in fungus infec- 
tions which hitherto have been most resist- 
ant to any type of medication. I will discuss 
the management of the more commonly en- 
countered mycoses which affect the central 
nervous system. These are actinomycosis, 
nocardiosis, North and South American blas- 
tomycosis, coccidioidomycosis, cryptococco- 
sis, candidiasis, aspergillosis, mucoromyco- 
sis, sporotrichosis, maduromycosis, chromo- 
blastomycosis and histoplasmosis. 

At the present time it might be stated that 
there are four so-called “deep” fungus dis- 
eases which have specific therapy, namely, 
actinomycosis, nocardiosis, blastomycosis 
and coccidioidomycosis. For the others that 
I have listed, there is as yet no specific treat- 
ment but new anti-fungal agents which have 
appeared recently have changed the picture 
considerably and numerous cases with clini- 
cal bacteriological arrests have been re- 
ported. In addition to the specific medica- 
tions, general therapy directed to all these 
cases includes bed rest, adequate diet, trans- 
fusions, vaccines, steroids, etc. 


ACTINOMYCOSIS AND NOCARDIOSIS 


Actinomycosis bovis and nocardiosis as- 
teriodes belong in the order actinomycetales 
and are in an intermediate position between 
the true bacteria and the other fungi. This 
fungus has world-wide distribution is more 
common in rural than in urban zones, and 
is seen most often in men in the second to 
fourth decades of life. Actinomycosis of the 
central nervous system is infrequently seen 
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but when infection does occur, a meningitis 
with or without a brain abscess occurs, Often 
there are multiple abscesses. Meningitis is 
most commonly seen in this group. The com- 
mon types of strains are believed to be ac- 
tinomycosis israeli for the human and acti- 
nomycosis bovis for the bovine species. 
Infection of the central nervous system 
generally follows a primary infection else- 
where in the body. The spread is through 
the meninges by direct extension from a pri- 
mary focus in the soft tissues or bony cav- 
ities of the head. Generally the jaw is in- 
volved but any other portion of the face, 
mouth, throat, middle ear or nasal sinuses 
may be involved. The infection may enter 
the cranium via the foramina at the base of 
the skull, Central nervous system involve- 
ment may result as an invasion of the blood 
stream through an infection of the lungs, 
bronchial glands, gastrointestinal tract or 
even the skin. Once there is generalized 
septicemia, secondary lesions may result. 


Pathology: There may be a varied form 
of reaction with meningitis most common. 
The inflammatory exudate in the subarach- 
noid space may be thick and yellowish and 
is often composed chiefly of leucocytes, fibro- 
blasts and fungi, which are seen in granules 
as lobulated bodies composed of delicate 
branched intertwining filaments. These club- 
shaped structures are seen in optical sec- 
tions around the periphery, giving the pic- 
ture of atypical granules with clubs, hence 
the name, “ray fungus.” These are the gram 
positive sulfur granules which are present 
in abscesses and draining sinuses. A brain 
abscess which may exist with or without a 
meningitis is another pathologic feature. 

Symptomatology: This depends upon the 
type and location of the pathological involve- 
ment. Focal signs or symptoms generally 
seen with a brain abscess may produce con- 
vulsions, hemiparesis with the usual asso- 
ciated reflex changes, and visual disturb- 
ances. Other symptoms and findings in- 
clude headache, dizziness, vomiting, papil- 
ledema, meningeal signs, delirium and coma. 
The fever rarely exceeds 102° F. 

Laboratory Findings: The white count 
may vary between 15,000 to 25,000. The cer- 
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ebrospinal fluid is usually purulent, yellow 
and may be so thick that it cannot flow 
through a spinal puncture needle. The cells 
may number several hundred per cubic mil- 
limeter and are chiefly polymorphs. Total 
protein generally is increased, chloride con- 
tent is low, and sugar is absent or decreased. 
The course is relatively chronic and may ex- 
tend over a period of months, up to three 
years, or sudden death may occur. 


Treatment: In the past, practically every 
case of actinomycosis meningitis was fatal. 
However, combined penicillin and sulfonam-. 
ide therapy or penicillin-streptomycin com- 
binations, have helped many cases,* with 
dosages of a million units daily for up to 
two months. Other authorities‘ have used 
doses of 10 to 20 million units intravenously 
for as much as 35 days, together with wide 
surgical excision. Harvey follows up his 
treatment by using 2-5 million units intra- 
venously for as long as 12 to 18 days. Jacob- 
son and Cloward® even used intrathecal peni- 
cillin with 50,000 units daily, and 5 grams 
of the sulfadiazine daily, with complete suc- 
cess and their patient went on to an un- 
eventful recovery. Bates and Cruchshank® 
advocate up to 6 million units of crystalline 
penicillin daily for six weeks, surgical drain- 
age, and then 600,000 units of penicillin 
daily on an out-patient level for at least six 
weeks. They have also advocated the use 
of iodides, particularly when there is lung 
involvement since the action of the iodides 
is resolution of fibrous tissue. Some of the 
newer drugs, to include tetracycline, eryth- 
romycin and chloramphenicol have proven 
successful in some cases but do not compare 
with penicillin in efficacy. In summary, then, 
massive doses of penicillin given early, to- 
gether with surgical drainage, may result in 
a 50 per cent recovery rate. 


NOCARDIOSIS 


Nocardiosis asteroides (Eppinger, 1894) 
is the most common pathogenic species seen 
in this country. This is a chronic granuloma- 
tous involvement which may affect all vis- 
cera including the brain. This organism sim- | 
ulates actinomycosis but lacks the sulfur 
granules and exudates. Sinus formations are 
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rarely seen, and in general, the disease proc- 
ess resembles tuberculosis. The organisms 
are gram positive or partially acid fast deli- 
cate intertwining branched hyphae that often 
break up into bacillary forms. 

Treatment: The sulfonamides, including 
sulfadiazine and sulfamerazine, are the drugs 
of choice. Peabody and Seabury’ combine 
sulfadiazine with streptomycin giving 4-12 
grams of sulfadiazine together with 2 grams 
of streptomycin daily, even though anti- 
biotics have been used initially, Gantricin 
has been employed regularly. Rankin and 
Javid* at the University of Wisconsin Medi- 
cal School described a case of nocardiosis of 
the central nervous system treated success- 
fully with surgical excision following pro- 
longed chemotherapeutic and antibiotic ther- 
apy. Emphasis was placed on the impor- 
tance of sulfadiazine. There are some who 
believe that antibiotics should be substituted 
for all sulfonamides.’ 


BLASTOMYCOSIS 

North American Type: This mold disease 
has been reported in various areas of North 
America but chiefly in the central states of 
the United States. Most often it affects 
farmers largely in third to fifth decade of 
life. How the infection is acquired still re- 
mains a mystery. The disease process is 
characterized by single or multiple granu- 
lomatous lesions of the skin and by single or 
multiple granulomatous lesions in the inter- 
nal organs. In the systemic form, widespread 
dissemination of the organism occurs fol- 
lowing invasion through the respiratory sys- 
tem. Metastatic lesions may occur any- 
where in the body via the blood stream. In- 
fections of the brain and meninges may be 
preceded by involvement of bone or soft tis- 
sue adjacent to central nervous system struc- 
ture with subsequent direct spread to the 
nearby nervous tissue. 


Pathology: Grossly, the pathologic changes 
resemble those of tuberculosis and the le- 
sions consist of miliary abscesses containing 
the blastomycetes, multinucleated giant cells, 
plasma cells, round cells, and considerable 
necrotic material. Obviously, the tendency 


to abscess formation is high. The cerebro- 
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spinal fluid may be clear or turbid, with a 
cell count rarely higher than 500 per cubic 
millimeter. There may be a preponderance 
of either polymorphonuclear leucocytes or 
monocytes. The protein level is usually ele- 
vated, the chlorides and sugar diminished. 
The organism, blastomyces dermatitides, is 
a single or budding spherical cell, 8-15 u 
in diameter with thick refractile wall. There 
are no mycelia present. 

Symptomatology: Symptoms are usually 
chronic and most skin lesions are painless. 
In the nervous system, signs and symptoms 
are those of a chronic meningitis lasting 
weeks, months, or even longer. Focal signs 
of cranial nerve palsies are seen occasionally. 
Coma finally appears and the outcome is gen- 
erally fatal. The diagnosis, then, is made 
on the discovery of other systemic involve- 
ments of the disease, by tissue biopsy and 
by growing the organism on a suitable cul- 
ture medium. There is no complement fixa- 
tion available for this illness. 


Treatment: The most accepted treatment, 
almost specific in many cases, is 2-hydroxy- 
stilbamadine. Smith’? recommends 100 mil- 
ligrams the first day, 150 milligrams the sec- 
ond day and 225 milligrams the third day. 
Given in small amounts of saline, the doses 
are continued daily until a total of 9-12 
grams is reached. Potassium iodide, used 
successfully by Gilchrist in 1894, is still ac- 
cepted as a reliable form of management and 
may be curative in some instances, Vaccines 
and x-ray therapy are still employed as ad- 
junctive measures. Desensitization with vac- 
cines is still employed.'® Mycostatin, one of 
the new antibiotics, has been effective. Re- 
cently, Gold'' and others isolated a strepto- 
mycete culture possessing antifungal activ- 
ity from soil in the Orinoco Region of Vene- 
zuela. These investigators attributed this 
activity to two related antibiotics, namely, 
Amphotericin A and Amphotericin B, which 
later were isolated in crystalline form by 
Vandeputte and associates.'* Amphotenicin 
B is advised in resistant cases. 


South American Type: This is a chronic 
granulomatous disease of the skin, mucous 
membranes, lymph nodes and internal or- 
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gans caused by the blastomyces brasiliensis. 
This form is distinguished from the derma- 
titis or Gilchrist type by multiple budding 
yeast-like forms which are large, spherical 
and thick-walled. The clinical picture varies 
little from the North American form. It 
often resembles tuberculosis and has nu- 
merous visceral manifestations plus invasion 
of the central nervous system. Treatment is 
similar to that of the North American type. 


COCCIDIOIDOMYCOSIS 

This disease is endemic in California, Ari- 
zona, New Mexico and southwest Texas. It 
has been reported elsewhere in the United 
States, Mexico, Argentina, Venezuela and 
Paraguay. First recognized in 1892, it has 
continued to mount in importance and dur- 
ing World War II some 6,000 American 
troops stationed in the southwest area of the 
United States became infected with this dis- 
ease and 50 succumbed. Both sexes and all 
ages are affected. Dark-skinned races seem 
prone to develop the granulomatous form of 
the disease. Coccidioidomycosis has been re- 
ported in animals. In dogs, strangely 
enough, it has not been found in any breed 
except the boxer. It is estimated that 10 
to 15 per cent of newly arrived residents in 
coccidioides areas contract the infection in 
the first year, with or without obvious symp- 
toms. Synonyms include valley fever, desert 
fever and San Joaquin fever. 

When coccidioidomycosis invades the ner- 
vous system, it is the result of a dissemina- 
tion of infection from a primary site which 
is nearly always the lung. This illness usu- 
ally proves fatal. Forbus'* reported that 10 
per cent of patients in his series developed 
central nervous system involvement confined 
to the meninges. Schlumberger’ noted an 
incidence of 13 cases of basilar meningitis 
in 23 cases of disseminated coccidioidomy- 
cosis studied at the Army Institute of Pa- 
thology while Abbott and Cutler’’ reported 
an incidence of 25 per cent. It should be 
remembered that the primary point of en- 
try may escape detection at autopsy so that 
only the central nervous system involvement 
is obvious. 


Pathology: The disease produces a thick 


fibrous meningeal exudate around the base 
of the brain, suggesting the clinical picture 
of meningeal encephalitis or even neoplasm.'* 
At times the granuloma may even resemble 
a spinal cord tumor."’ The cerebrospinal fluid 
resembles that seen in tuberculosis menin- 
gitis. It may be clear, turbid or antho- 
chromic. The cells may number from 100 to 
2500 per cubic millimeter. Protein is elevated 
while sugar and chloride contents are dimin- 
ished. In some cases, the organism may be 
isolated from the fluid. Otherwise, it may 
be identified in the tissue with P.A.S. stain 
(periodic acid-Schiff reagent) or the Hotch- 
kiss-McManus technique.'** At the present 
time, another technique, the Goman-methe- 
namine silver stain, is also employed to dem- 
onstrate the fungi, which is a non-budding, 
thick-walled structure, 20-80 u in diameter, 
filled with numerous small 2-3 u endospheres. 

Symptomatology: The clinical diagnosis is 
dependent upon a healthy suspicion and 
awareness particularly in a case with pul- 
monary involvement that does not clear up 
within a reasonable length of time under 
regular regimen. In most instances, no or- 
ganism can be identified with the fluid either 
on smear or culture but only by complement 
fixation and precipitin studies on the serum 
and on the spinal fluid. Until recently, death 
usually occurred within 4-5 years although 
cases of survival for 10 years, without any 
specific treatment, are on record.’ 


Treatment: At the present time the most 
effective drug seems to be Amphotericin B, 
considered fungicidal if given early and fun- 
gostatic if administered later. Klapper et 
al. have reported an apparent cure, after 
treatment with Amphotericin B, of a patient 
with widespread coccidioidomycosis of some 
10 years’ duration. The drug was well tol- 
erated over a period of 14 months. Myco- 
statin was also used as adjunctive treatment. 
Litman, Horowitz and Swade*! have used 
Amphotericin B, reporting encouraging re- 
sults. They even resorted to intrathecal in- 
jections. Aminostilbamidine has been tried 
in many instances but has been shown to be 
completely ineffective.***? Jenkins and Pos- 
tlewaite’® employed Actidione, the anti- 
biotic cyclohexamide, in two cases of this 
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fungus involvement. One of the cases sur- 
vived. Arsphenamine crystals, gentian vio- 
let, thymol, and other related oils are still 
employed as therapy. Most of the newer 
antibiotics have failed in the treatment of 
disseminated coccidioidomycosis of the cen- 
tral nervous system. 


CRYPTOCOCCOSIS 


Cryptococcosis is an infection caused by 
the cryptococcosis neoformans, the only 
yeast known to infect and kill animal and 
man. Known also as torulosis and Euro- 
pean blastomycosis, it was first described 
as a human disease in 1911. It occurs in all 
areas of the world and affects both sexes and 
all ages. The organism is probably widely 
disseminated in the soil where it leads a 
harmless life. Pasteurization kills the or- 
ganism in course. The number of cases dis- 
covered is mounting gradually as familiarity 
with this disease increases. 


Pathology: A complete pathological pic- 
ture of this disease complex, as it affects the 
central nervous system, has been summar- 
ized by Mosberg and Arnold.** Three cases, 
each with a different yet frequently reported 
type of onset have been described by L. 
Boshes et al.* It must be emphasized that 
cryptococcosis is seen co-existing in con- 
ditions of malignant lymphomas, in endo- 
carditis, pyelonephritis, diabetes and even 
in conjunction with other fungus infec- 
tions.***°-*° The organism can often be dem- 
onstrated in spinal fluid directly by the In- 
dia ink preparation,”* or can be grown easily 
on Sabouraud’s glucose at room temperature. 
The yeast-like cells are gram positive ovoid 
or spherical single-budding, thick-walled, 
5-20 u in diameter, with wide, refractile, gel- 
atinous capsules. 

Symptomatology: Many cases of crypto- 
coccosis have been incorrectly diagnosed as 
a form of chronic meningitis, notably tuber- 
culosis, or even choriomeningitis. They may 
all reveal pleocytosis, elevated protein, de- 
creased glucose and chloride content. Tuber- 
culosis should not be accepted as a final di- 
agnosis until the tubercle bacillus is demon- 
strated or at least until all other fungal dis- 
eases are excluded, particularly cryptococ- 
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cosis. There are numerous cases of crypto- 
coccosis on record where marked increase 
of intracranial pressure has raised the ques- 
tion of a space occupying lesion. Actually, 
this symptom picture is caused by a granu- 
loma composed of organisms. The usual 
history is that of an individual in apparent 
good health until the time of a relatively 
mild cranial injury. Now there is developed 
the picture of increased intracranial hyper- 
tension. Spinal fluid may be clear, turbid, 
or even xanthochromic, containing up to sev- 
eral hundred cells per cubic millimeter. These 
cells are usually lymphocytes. Both sugar 
and choride levels are reduced while the pro- 
tein is elevated. Wilson and Duryea** and 
Martin and Padberg’’ have reported crypto- 
coccosis cases resembling the picture of sub- 
dural hematomata. Ley et al.*° removed a 
torulogranuloma from the cervical cord of 
an eight-year-old girl in whom a spinal cord 
tumor was initially suspected. The diagno- 
sis of cryptococcosis is not too difficult, pro- 
viding it is entertained as a possibility in 
cases of acute or chronic meningoencephali- 
tis of unknown etiology. Also, where there 
is long existing headache, the thought of 
fungus infection must always be kept fore- 
most in the mind of the clinician at all times. 

Treatment: Many types of management 
have been used in cryptococcosis but until 
recently none have been to any avail. Many 
patients die during the fulminating state of 
this disease or may live for many years in 
chronic invalidism with periods of relative 
quiescence. There have been remission pe- 
riods of up to 20 years reported. Actidione, 
a new antibiotic cyclohexamide, has been 
used by numerous physicians in the treat- 
ment of cryptococcosis with serious compli- 
cations resulting. Wilson and Duryea** dis- 
continued this medication when some of 
their patients developed lethargy, ataxia 
and slurred speech, even though a sterile 
spinal fluid and a clinical arrest in appar- 
ently progressive cases had been achieved. 
L. Boshes and his group’ felt that cyclohex- 
amide precipitated the death of one patient 
in their series, Nystatin has been found in- 
effective. Several cases of improvement with 
2-hydroxy-stilbamadine have been reported.* 
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Mycostatin has shown some promise. Corti- 
sone and ACTH have been used with little or 
no effect. Recently several reports have ap- 
peared in the literature of apparent success 
with Amphotericin B. Biddle and Koenig*’ 
reported two such cases with apparent bac- 
teriologic and clinical arrest. 


ASPERGILLOSIS 


This is a disease process caused by certain 
species of aspergillae and is characterized by 
the presence of inflammatory granulomatous 
lesions in meninges, orbits, eyes, external 
ears, nasal sinuses, the skin, lungs and some- 
times in the bones. Aspergilli have always 
been common and troublesome fungus con- 
taminants in the laboratory and hence the 
diagnosis is difficult to prove when suspicion 
is entertained for this organism. The organ- 
ism is an aspergillus fumigatus which ap- 
pears as broken fragments of hyphae with 
numerous small (2 to 3 u) round, green 
spores, 


There have been few cases of aspergillosis 
recorded, Since the first report by Moniz 
and Leff*' of a frontal lobe abscess due to 
aspergillus, there have been only nine re- 
ported cases involving the central nervous 
system, these in the form of an abscess or a 
granulomatous meningitis. There were per- 
haps some seven other cases involving the 
nervous system spreading from adjacent 
bone or as a result of systemic infection. 
However, none of these cases is authenti- 
cated. In most recent reports, two cases are 
recorded: one, in a 26-year-old soldier, which 
behaved like a posterior fossa tumor but 
pathologically proved to be a severe basilar 
and spinal granulomatous meningitis with an 
abundant growth of aspergillus fumigatus 
from the subarachnoid exudate. The other 
was a 10-month-old infant with a picture of 
basilar meningitis which pathologically re- 
vealed many granulomas in the cortex (Iyer 
et al.).** 


Treatment: There is no specific manage- 
ment for this illness. The treatment of 
choice seems still to be iodide therapy. Ny- 
statin, an antifungal antibiotic produced by 
streptomyces noursei discovered by Brown 
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and Hazen in 1951 and marketed under the 
trade name of Mycostatin has shown some 
promise in isolated cases. Localized abscesses 
should be drained and granulomatous areas 
excised wherever possible. 


CANDIDIASIS 


Candidiasis, moniliasis, or thrush, is a dis- 
ease caused by the species of Candida, usu- 
ally C. albicans, and is an acute or subacute 
infection in which the fungus may produce 
lesions in the mouth, vagina, skin, nails, 
bronchi, lungs, and occasionally a septicemia, 
an endocarditis or a meningitis, Distribu- 
tion of this organism is world-wide and both 
sexes and all ages are affected. 


The yeast-like fungus Candida albicans 
was discovered in oral thrush by Langen- 
beck in 1831 and first described by Robin 
under the name of Oidium albicans in 1853. 
Over 170 synonyms exist today. The organ- 
ism is believed to reach the meninges by way 
of the pharynx or even through the blood 
stream. It also has been noted that second- 
ary monilial infection is possible after pro- 
longed use of antibiotics such as aureomycin 
and terramycin. The clinical picture is that 
of a low-grade meningitis. There is a pleo- 
cytosis, not too high, but the protein content 
is elevated while the glucose and chloride 
content is diminished. The diagnosis is con- 
firmed by the identification of the organism 
Candida albicans, a small, round or oval 
yeast-like cell 2-6 u in diameter. It is a bud- 
ding, thin-walled structure attached to 
hyphae at various points of constriction. 


Treatment: There is no specific treatment 
but general management consists of the 
usual supportive measures. Sodium iodide 
and Mysteclin, a new antifungal antibiotic 
containing mycostatin, are usually combined 
with the administration of ordinary broad- 
spectrum antibiotics. Mycostatin also has 
shown remarkable effects in some of these 
systemic monilial infections, Steroids and 


irradiation have been used. S. L. Zimmer- 
man et al." reported a case of monilia menin- 
gitis, hitherto fatal, treated successfully 
with streptomycin. Finally, Amphotericin B 
has been very effective in an occasional case. 
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SPOROTRICHOSIS 


This is a chronic infection which ordi- 
narily begins as a subcutaneous nodule, usu- 
ally at some site of injury on the hand or 
forearm, progressing to lymphatic channels 
and lymph nodes draining the area. Lesions 
occasionally occur on other exposed surfaces 
but very rarely is the infection systemic. 
This illness is world-wide and both sexes and 
all ages are susceptible. The organism caus- 
ing the disease is Sporotrichum schencki. 

Rarely is the nervous system affected but 
a case of sporotrichosis meningitis has been 
reported by Hyslop et al.** Seen was a gela- 
tinous form of meningitis at the base of the 
brain and present was a 2-cell count with 
160 spores in each cubic millimeter of spinal 
fluid. The organism is a delicate, branching 
septate hyphae with spherical or oval coni- 
dae 2-6 u in size. 

Treatment: The treatment of choice is 
still potassium iodide by mouth, with dos- 
ages up to 40 drops twice a day. Occasion- 
ally, sodium iodide intravenously, in intract- 
able cases, has been used with some success. 
Stilbamadine, thymol, x-ray and surgery 
may also prove useful. Other drugs, includ- 
ing Nystatin, Amphotericin B and Nepara 
have shown some success but have not been 
used sufficiently to warrant more reliable 
conclusions. 


MUCORMYCOSIS 


This is a rapidly progressive and usually 
fatal disease characterized by acute infec- 
tion or vascular thrombosis caused by inva- 
sion of the walls and lumina of blood ves- 
sels by the fungi. Diabetes mellitus appears 
to be a precipitating factor to infection, and 
pulmonary mucormycosis in the diabetic is 
usually rapidly fatal. It is also seen in leu- 
kemia and multiple myeloma, particuarly 
after treatment with x-ray or with steroids. 
Mucormycosis of the central nervous system 
presents this triad: 1) uncontrollable dia- 
betes, 2) orbital infection, 3) meningo-en- 
cephalitis. Direct infection of the brain and 


meninges by the paranasal sinus and orbit is 
well established. The organism is called 
“mucor” because of width—6 to 50 u—and 
is non-septate. 
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Treatment: No known treatment is yet 
available for this infection. Some new anti- 
fungal agents are at present being investi- 
gated to include 1) Candicidin, which is a 
strong fungicidal agent but, unfortunately, 
is too toxic;** 2) Nepera, which is made from 
streptomyces aninophilus and seems to show 
promise;** and 3) Eulicin, which is made 
from streptomyces paruns and is also con- 
sidered fungicidal.** 


CHROMOBLASTOMYCOSIS 


This is a misleading name because the 
fungi in this group do not form blastospores 
or buds in tissue but have a characteristic 
brown color. Known also as verrucous der- 
matitis, it is caused by a variety of fungi 
which show watery formations of cutaneous 
nodules ultimately forming prominent papil- 
lomatous vegetations which may ulcerate. 
Generally the lesions are confined to the 
lower extremities. 

This disease has been reported in various 
locations in Asia. Binford et al.,*° as well 
as King and Colette,*’ respectively reported 
cases of mycotic brain abscess due to Clado- 
sporium trichoides. There was recovery in 
the first case, possibly due to the use of 
penicillin and sulfadiazine which, however, 
proved ineffectual in the second instance. 


HISTOPLASMOSIS 


_ This illness is endemic to the central and 
the east central portion of the United States 
but cases have been reported from various 
other areas not only on this, but on other 
continents. It is caused by Histoplasma 
capsulatum, which is a diphasic organism 
growing as a mycelial saprophyte in soil and 
as a yeast-like organism in infected tissue. 
Histoplasmosis as yet has not been proven 
to be spread from man to man.*’? While it 
does not affect chickens, it has an unusual 
relationship to chicken excreta, Although 
most classifications of this type of illness 
seem relegated to the pulmonary area, there 
are disseminated lesions elsewhere in the 
body. There are, however, few reports of his- 
toplasmosis of the central nervous system. 

Treatment: The treatment of choice is, 
at the present time, Amphotericin B. Stil- 
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bamadine has been effective in only a few 
cases, Actidione, Amebacide,’* and Cyclo- 
serine** have proven ineffective, as has Ny- 
statin, which is not only ineffective but also 
toxic. However, the sulfonamides appear 
to have fungostatic properties at dosages 
sufficient to give blood levels of 10-15 milli- 
grams per cent.** A combination of Ampho- 
tericin B and sulfonamides shows promise.** 
Triple sulfonamides have been used success- 
fully in disseminated and mucocutaneous his- 
toplasmosis. 


Conclusion 


It is my belief that we are entering a new 
era for the management of fungus infections 
of the central nervous system which hereto- 
fore have proven resistant to any and all 
treatments. At this time I may state that 
Amphotericin B has the most apparent ef- 
fectiveness in most of these diseases. It is 
foreseeable that there will be other drugs 
of this nature which will serve to make the 
formidable panorama of fungus diseases less 
threatening in the future. With the upsurge 
of interest in the area of medical mycology, 
we can expect newer and more potent agents 
to appear, not only as therapy for the alle- 
viation of the dread symptom picture, but 
also as a means for ultimate and complete 
recovery. 
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A Method for Measuring Thermoregulatory Reactivity in 


Psychiatric Patients 


JACK C. WESTMAN, M.D. 


Alterations of homeostatic mechanisms in 
psychiatric illness have been reported by 
many workers. These disturbances reflected 
by impaired maintenance of homeostasis 
have been interpreted as signs of physiolog- 
ical dysfunction in mental disease. For the 
most part, studies have employed two prin- 
ciples, as outlined by Hill:' 1) the measure- 
ment of physiological processes that are or- 
dinarily held relatively constant by homeo- 
static mechanisms; for example, blood con- 
stituents that show a “normal range,” and 
2) the measurement of the homeostatic re- 
sponse to an induced alteration in the physi- 
ological process; for example, studies eval- 
uating the response of an organism to 
“stress.” In the second instance one is con- 
cerned with a) the adequacy of the homeo- 
static mechanism in restoring a steady state 
to the function altered and b) whether or 
not the restoration to a steady state is 
prompt or delayed. 


Various aspects of the autonomic nervous 
system have been subjected to experimental 
scrutiny in mentally ill subjects, Alterations 
of blood pressure, pulse rate, metabolic in- 
dices, chemical and physical constituents of 
the blood, circulating hormones and en- 
zymes are mentioned in the literature.*” 


The study of body temperature regulation 
provides another method for evaluating au- 
tonomic responsiveness, The fact that hy- 
pothalamic centers play major roles in heat 
production and elimination is well docu- 
mented.*'° A group of studies have focused 
on the measurement of the homeostatic re- 
sponse to an induced alteration in body tem- 
. perature. Finkelman and Stephens" im- 
mersed schizophrenic and control subjects in 
cold water baths. They found that heat pro- 
duction, as measured by oxygen consump- 


From The Neuropsychiatric Institute, Ann Arbor, 
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tion, increased to a lesser extent and that 
body temperature fell to lower levels in the 
schizophrenics. Similar findings were re- 
ported by Freeman,'’* who placed _schizo- 
phrenic and control subjects in cold environ- 
mental temperatures. He, too, observed a 
greater decrease in the skin temperatures of 
the schizophrenics. 

Freeman also administered pyrexia-in- 
ducing dinitrophenol to both psychotics and 
controls, noting that the schizophrenics 
showed less increase in skin temperature and 
oxygen consumption than the controls, Fur- 
ther suggesting that schizophrenics have 
less effective homeostatic thermoregulatory 
mechanisms, Gottlieb and Lindner’ observed 
that the body temperatures of schizophren- 
ics varied in closer harmony with changing 
environmental temperatures than with con- 
trols. On the other hand, Buck and his 
group'® reported opposite results, They 
placed schizophrenic and control subjects in 
cold water baths and noted that the body 
temperatures of the schizophrenics were 
rigid with little fall in contrast with controls 
who showed a steady fall. A similar experi- 
ment with healthy men by Behnke and Yug- 
lou'® demonstrated temperature falls corre- 
sponding to those noted in Buck’s controls. 

Lindner and Carmichael’’* suggested the 
presence of a physiological thermal abnor- 
mality in schizophrenia. Their work did not 
involve the application of “stress.” They 
noted that the mean difference between oral 
and rectal temperatures was less in schizo- 
phrenics than in controls, All these inves- 
tigators concluded that differences did exist 
when psychotic and control subjects were 
compared. 

The purpose of this paper is to describe a 
simplified method providing a stimulus to 
a subject’s thermoregulatory mechanism 
whereby the homeostatic response to the 
stimulus may be measured. The procedure 
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employs the ingestion of water of standard 
temperature and quantity by a subject in a 
basal, resting state with concurrent, contin- 
uous measurement of his rectal temperature. 


Method 


Each subject was placed at rest on a hos- 
pital bed two hours following the last meal. 
An electronic device for registering change 
in temperature was then introduced rec- 
tally.'° Copper and constantan thermoele- 
ments enclosed in thin polyethelene tubing 
were inserted 5 to 8 centimeters into the rec- 
tum, The reference elements, one for each 
thermocouple, were imbedded in ice. The 
voltage resulting from the temperature dif- 
ference between thermoelements was meas- 
ured at two-minute intervals through a 
potentiometer and galvanometer. Voltage 
changes paralleled variations in temperature, 
permitting the direct conversion of voltage 
to temperature units. Readings were noted 
for at least thirty minutes prior to the rapid 
ingestion of 300 cc. of ice water at 7° C. Re- 
cording was continued for approximately 
sixty minutes thereafter. 


Results 


This procedure was employed with 108 
subjects, 10 healthy university students and 
98 in-patients from the Duke Hospital Psy- 
chiatric Service and Butner State Hospital. 
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Figure 1. 
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The recorded diagnoses of the patients were 
as follows: schizophrenic reaction, 32; 
manic-depressive reaction, 24; psychoneuro- 
sis, 19; organic brain syndrome, 23. 

The temperature curves obtained were sep- 
arated into three groups as indicated in Fig- 
ure 1. Group I curves were characterized by 
the absence of a discernible alteration in 
body temperature following the ingestion of 
the ice water. Group II curves displayed an 
initial deviation in body temperature with 
prompt restitution to the origina] curve pat- 
tern. Group III curves displayed an initial 
deviation in body temperature with prompt 
restitution to the original curve pattern. 
Group III curves were distinguished by a 
gross alteration in rectal temperature with- 
out significant restitution. A typical group 
III curve is reproduced in Figure 2. 

All of the controls and 55 of the psychia- 
tric patients exhibited Group I and Group II 
curves. Group III curves were only obtained 
with the 43 remaining patients (Table I). 


TABLE I 
Distribution of Temperature Curves 
Among Subjects 
Controls Patients 


When the curves of the psychiatric pa- 
tients were classified according to diagnostic 
category, no significant relationship was ob- 
served between clinica] diagnosis and curve 
pattern. 
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Twenty-two patients had been hospital- 
ized for two years or longer. Of these, 12 
exhibited Group I and II curves and 10 Group 
III curves, suggesting that duration of hos- 
pitalization was not a factor predisposing a 
subject toward a Group III pattern. The type 
of curve was not associated with residence 
at Duke Hospital or Butner State Hospital. 
Age, sex and total body surface were not re- 
lated to the curve pattern. 

In order to evaluate the possibility that 
the ingested water might affect the rectal 
temperature by contiguity within the ab- 
domina] cavity, axillary and rectal readings 
were made simultaneously on five subjects. 
The two curve patterns obtained were iden- 
tical in each case. 


Discussion 


The purpose of this report is to call atten- 
tion to a means of assessing thermoregula- 
tory responsiveness in mentally ill subjects. 
The procedure employed in this study con- 
tains several uncontrolled variables, signifi- 
cantly limiting the conclusions that can be 
drawn from the results: 1) the stimulus was 
not given with the subject in a strictly basal 
state; 2) the room temperature varied within 
.2° C, during the period of recordings; 3) 
the routine, daily activity and living circum- 
stances of the subjects were not uniform; 
and 4) the number of controls was not suf- 
ficiently large to permit reliable statistical 
analysis. It would, therefore, be desirable 
to modify this method by conducting the 
procedure at a uniform early morning hour 
following at least a 10-hour period of fasting 
in a room providing constant environmental 
temperatures. 

With the limitations of our method in 
mind, the differences in temperature curve 
patterns noted appear to be sufficiently well 
defined to suggest that they may point up 
significant trends. Two related physiological 
studies seem to corroborate our findings in 
the control subjects. Without using a ther- 
mal “stress,” Cranston? obtained smooth, 
declining cooling curves on healthy, qui- 
escent males similar to those of Group I in 
this series. Stengel and Hopkins*' found 
that the intragastric temperature in a group 
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of non-psychiatric patients returned to pre- 
vious levels in 30 to 45 minutes under con- 
ditions similar to those of this study. 

The inference may be drawn that Group I 
and Group II patterns indicate thermoregu- 
latory mechanisms capable of rapidly and 
effectively restoring homeostasis following 
a cold stimulus, A group III curve may point 
to “sluggish” thermoregulatory responsive- 
ness. Mentally ill subjects, regardless of di- 
agnostic classification, did show Group I and 
II curves in this series, but none of the con- 
trol curves were of the Group III pattern. 


Summary 


1. A method has been described for meas- 
uring one facet of autonomic function: the 
production of body heat through thermo- 
regulatory mechanisms in response to a cold 
stimulus. 

2. Ninety-eight hospitalized psychiatric 
patients and ten healthy controls were stud- 
ied employing this method. 

3. The temperature curves obtained could 
be classified according to three distinct pat- 
terns of response to the stimulus. 

4. The psychiatric patients displayed re- 
sponse patterns I, II and III, however, the 
controls did not show Group III curves. 


Author’s Note: Grateful acknowledgment is made 
to Dr. Hans Lowenbach, Duke Hospital, Durham, 
N.C., for his suggestions and to Dr. James W. Mur- 
doch of the State Hospital at Butner, North Caro- 
lina, for his cooperation in obtaining subjects. 
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Librium as an Adjunct to Psychotherapy in Private 


Psychiatric Practice 
NINA TOLL, M.D. 


While psychotherapy is recommended for 
the resolution of deep-seated emotional con- 
flicts, the presence of such symptoms as anxi- 
ety and tension often renders the patient 
inaccessible to a meaningful therapeutic re- 
lationship. Fortunately, since the advent of 
chemotherapeutic drugs in psychiatric prac- 
tice, the therapist’s problem in obtaining full 
patient cooperation has to a large extent 
been overcome. While the conflicts them- 
selves may not be resolved by the use of 
these drugs, reduction of anxiety or increase 
in ego strength will in many cases facilitate 
psychotherapy. However, certain drugs may 
affect psychotherapy adversely. Newbold et 
al.,| for example, have suggested that while 
chlorpromazine may reduce internal disturb- 
ance enough to allow good therapist contact, 
psychotherapy is sometimes impeded by dull- 
ing the effects and/or the motivation for 
treatment. Furthermore, discontinuance of 
chlorpromazine increased affect, making psy- 
chotherapy impossible in several instances. 


The present report is concerned with an 
evaluation of a new psychotherapeutic drug, 
Librium, as an adjunct to psychotherapy. At 
a recent symposium, several investigators 
reported that during and following treat- 
ment with Librium patients were definitely 
more accessible to psychotherapy. Tobin et 


Librium is the trademark for Methaminodiaze- 
poxide, Hoffmann-La Roche Inc., Nutley, N. J. 


al.,”> observed an increased productivity of 
speech and ease of association during thera- 
peutic interviews, with patients volunteering 
the remark that they felt freer in expressing 
themselves. Similarly, Constant* found that 
in both depression and tension states, pa- 
tients were better able to verbalize their dif- 
ficulties and hostilities. Several obsessive 
compulsives treated by Bowes‘ also became 
more amenable to psychotherapy. Sussex® 
speculated that Librium may prove a val- 
uable adjunct to psychotherapy in mixed 
neurotic states. Most of his patients who 
had had no symptomatic improvement from 
any other mode of treatment remained symp- 
tom free following initiation of therapy with 
Librium. 


Materials and Methods 
Sixty-five patients (22 men and 43 wo- 
men) between 20 and 60 years of age, the 
majority of whom were between 30 and 40, 
received the drug. Diagnostically, they were 
distributed as follows: 


Pseudoneurotic schizophrenia 4 
3 
Manic depresSive Gepressed 4 


The presenting symptoms were tension in 
38, anxiety in 30, depression in 18, insomnia 
in 14, alcoholism in seven, withdrawal in 
eight, irritability and overweight each in 
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four, epigastric pain in four, claustrophobia 
in three, obsessive compulsive, impotence, 
. ideas of reference each in two and one in- 
stance each of tension headache, anorexia, 
depersonalization, gastric ulcer, frigidity, 
paranoid delusions and backache. 

The drug was given regardless of diagno- 
sis to all patients in need of a tranquilizing 
drug and/or whose response to previous 
agents, such as Compazine, meprobamate, 
etc., was not satisfactory. It was deemed 
not necessary to employ placebos or control 
medications, since the condition of the pa- 
tient prior to the institution of therapy with 
Librium was well known, and the inadequate 
response to other drugs served as a basis of 
comparison. 


Practically all of the patients were treated 
in individual and/or group therapy prior and 
throughout the period of administration of 
the drug, and therefore seen regularly, at 
least once or twice a week. 


Dosage 


Librium was administered orally in doses 
from 30 to 55 mg. daily, either 10 mg. t.i.d. 
or 25 mg. b.i.d. In cases of insomnia 25 mg. 
was usually sufficient at bedtime, except in 
one patient who took up to 45 mg. only at 
night. There seemed to be no difference in 
effect between a dosage schedule of 10 mg. 
t.i.d. plus 10 mg. at bedtime, and 25 mg. 
b.idd. This fact may possibly simplify the 
administration procedure in certain cases. 
Ten milligrams were given in two cases 
where sleepiness was a side effect. 


Increasing the daily dose beyond 50 mg. 
did not improve therapeutic results. As im- 
provement continued, the patients them- 
selves spontaneously reduced the dosage by 
“forgetting” to take the drug. 

In seven patients with depression Librium 
was used in combination with Tofranil. Three 
of them lost the symptoms of depression but 
became manic within a few days, and one of 
them had to be hospitalized because of this. 
It is impossible to determine whether this 
effect was due to Librium, to the converging 
effect of Librium and Tofranil, or to the 
well-known occasional side effect of Tofranil. 
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Results 


The overail results may be summarized as 
follows: 


Marked 30 
MOGErAate 18 
Minimal IMprovement: 10 
Recovered from depression, but in a few 


The best results were obtained in the pa- 
tients with neurotic reactions, 75% of them 
showing marked or moderate improvement. 
Of the 13 neurotics who either did not im- 
prove, or showed minimal response, six were 
alcoholics and six had added physical con- 
ditions or severe situational factors compli- 
cating the disorder. Three out of four manic 
depressives were unimproved, and one of 
three with catatonic schizophrenia did not 
respond at all. 

In most cases improvement was evident 
within a few days. If no improvement was 
achieved within a week there seemed to be 
no advantage to continue the patient on the 
drug beyond that time. No withdrawal symp- 
toms were noted even though in some cases 
the drug was suddenly discontinued. 

There was a definite facilitating effect on 
psychotherapy, which may have been due to 
diminished anxiety and release of excessive 
control, 


Side Effects 


Few and relatively mild side effects noted 
were tremulousness, sleepiness, constipation, 
dryness of mouth, “light-headedness,” over- 
stimulation, “heavy head,” and change in 
taste (water tasted flat, and sugar much 
sweeter). Of 65 patients, 53,-including one 
pregnant woman, had no side effects what- 
soever. The drug was not only well tolerated 
but the patients took it willingly, preferring 
it to all other tranquilizing drugs they had 
taken previously. Librium seems to poten- 
tiate the effect of alcohol, and therefore it is 
important to warn the patients to abstain 
from drinking while taking Librium. 

Among the favorable side effects were 
mild euphoria, vivid dreams, which fre- 
quently helped progress in psychotherapy, 
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and in one patient, an unexpected ameliora- 
tion of a neurodermatitis of many years’ du- 
ration which was resistant to all previous 
treatment. 


Comment 


As is true of other tranquilizers the ques- 
tion of whether improvement reflects a 
change in the underlying pathological proc- 
ess or only relief of the discomforting symp- 
toms may be debated. Our experience of ap- 
proximately six months with the drug would 
lead to the conclusion that Librium defi- 
nitely provides prompt and dramatic symp- 
tomatic relief. 

Concerning the particular patient whom 
the drug benefits, it is of interest to note 
that the neurotics responded markedly and 
in the greatest numbers. Improvement oc- 
curred in both men and women, there being 
apparently no sex-connected difference. The 
extreme euphoria verging on manic symp- 
toms in the depressive cases would suggest 
that Librium may be contraindicated in se- 
vere non-neurotic depressions. However, 
further study of its use in such patients is 
warranted. 

There seemed to be no correlation between 
the type of symptom and the dosage or the 
length of treatment. The effect of Librium 
was exceedingly prompt—even 10 mg. often 
relieving anxiety or tension within 15 to 20 
minutes. The ready acceptance of the medi- 
cation by all the patients may in part be 
accounted for by the prompt relief of anx- 
iety, the lack of serious side effects and to 
the definite although mild euphoria. 

The effect of Librium on the symptom of 
excessive withdrawal and tension (excessive 
control) is remarkable, and may be illus- 
trated by the description volunteered by one 
patient, a teacher: “I think it is miraculous. 
I was feeling outgoing. The effect was so 
liberating that I felt excited and very out- 
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going, without the nervousness that comes 
with Dexamyl. I would walk into the class 
completely unprepared and end up well. It 
made me become less involved with myself 
and my state of mind was outgoing.” 


Summary 


Librium was administered to 65 patients 
in private psychiatric practice adjunctively 
to individual and group psychotherapy. 

The therapeutic effect was most marked 
when the predominant symptoms were ten- 
sion, anxiety, withdrawal, insomnia, and gen- 
eral irritability. Symptoms of depression, 
anorexia and depersonalization were mod- 
erately affected, and alcoholism, overweight, 
impotence and frigidity were unaffected or 
only minimally changed. 

The drug acts promptly in relieving anx- 
iety and tension, but equally dramatic was 
the improvement in three cases of paranoid 
condition, where previous therapy with tran- 
quilizers had only a moderate effect. 

Except for patients with manic depressive 
psychosis in whom Librium may be contra- 
indicated, the side effects are few and ex- 
tremely mild. 

On the basis of this study Librium is in- 
dicated for patients with neurotic reactions 
and should prove to be a most useful drug 
both for symptomatic relief and for facili- 
tating psychotherapy. 
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The Anxiety Reaction in Reference to Existential-Analytics 
G. M. DAVIDSON, M.D. 


Striving for Life, I seek death; 
seeking death I find life. 
Shakespeare. 


Die and Become. 
Goethe. 


According to the Diagnostic Manual’® of 
the American Psychiatric Association, anx- 
iety reaction is a sub-type of the psychoneu- 
rotic disorders, one of the larger group of 
disorders of psychogenic origin. Anxiety re- 
action is further differentiated in the Manual 
as a reaction which is diffuse and not re- 
stricted to definite situations or objects, as 
compared with the phobic reaction. Anxiety 
reaction is analogous to the former term 
“anxiety state.” To quote the Manual again, 
phobic reaction constitutes a detachment of 
anxiety from a specific idea, object, etc., dis- 
placed to some symbolic idea or situation; it 
is cited as synonymous with the earlier term 
“phobia” and includes cases formerly classi- 
fied as “anxiety hysteria.” The term “anx- 
iety state’ coined by Hecker, was quoted by 
Freud in 1893 to differentiate a clinical syn- 
drome from neurathenia, then in vogue. 
Freud’® in 1894 and 1908, paying tribute to 
the times and seeking specific causes respon- 
sible for clinical manifestations, introduced 
“anxiety neurosis.”” This term he used to 
denote a condition resulting from faulty sex 
practices, differentiating it from a condition 
of conflict between desire and fear of sex. 
The latter he called “anxiety hysteria.” Psy- 
chiatric thought was not satisfied with these 
concepts and switched back to the “anxiety 
state” of Hecker, which later was changed 
to the present term “anxiety reaction.” 


It is often very difficult to define a psychi- 
atric condition, a matter which I have dis- 
cussed elsewhere.* However, it is evident 
that far reaching results can be obtained by 
looking at old things in a new light. Toward 
this end I like to quote this existential phi- 
losophy of Karl Jaspers:** 


“We always live and think within a horizon. But 
the very fact that it is a horizon indicates something 


further which again surrounds the given horizon... 
One runs into the infinite unless one arbitrarily sets 
a limit by some unquestioned purpose or contingent 
interest. And in that case, precisely at these lim- 
its, one always runs into bewildered difficulties.” 


Perhaps we can say in speaking of anxiety 
reaction, that we are facing a horizon which 
is surrounded by a wider one of psychoneu- 
rosis, Looking further one can envisage the 
horizon of disorders due to psychogenic 
causes surrounded by the wider horizon of 
life itself. I propose to examine the anxiety 
reaction with the aid of a “new look” of ex- 
istential analytics with the hope that the 
additional direction will contribute to better 
understanding of its nature and better meth- 
ods for its treatment. Clinically I shall call 
the first horizon the immediate horizon of 
clinical semiotics of anxiety. The second 
horizon is a cultural-ontological one. We 
shall speak of the third and fourth horizons 
as the anthropological-existential. There is 
no sharp demarcation among the horizons; 
in fact, they are interwoven. It is only for 
academic purposes that they can be dis- 
cussed separately. It follows that one may 
see the immediate horizon as a Gestalt (syn- 
drome) which has for its background the 
other horizons which will permeate the Ge- 
stalt. Due to various causes the permeation 
will be of different degrees. As a result the 
Gestalt may become rigid, unstable, etc. 


For clinical reasons it is necessary to es- 
tablish a set of activities for the human be- 
ing that could be maintained under set cir- 
cumstances. Such a set of activities is known 
as a Clinical syndrome.’ Regarding the clin- 
ical syndrome of anxiety the following symp- 
toms are observed: 


1) Generalized painful tension which tends to ac- 
cumulate to a degree that the patient is unable to 
tolerate; 

2) Irritability of a generalized type due to ac- 
cumulated tension; 

3) Sensation of choking which causes fears and 
panic states (the word anxiety stems from the 
Latin, to choke or throttle) ; 

4) Anxious expectations expressed in various ex- 
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pectations of calamities about to befall the patient 
or people close to him, described by Freud as “pangs 
of conscience”’; 

5) Doubt and indecision; 

6) Insomnia; and 

7) Physiological reactions at various levels of 
personality, such as disturbances of the respiratory, 
G.I., cardiovascular, etc., systems which may ac- 
company anxiety. 


A clinical picture of an acute anxiety at- 
tack is as follows: The face is practically 
immobile, pale and cold; gestures are slow, 
vocalization is interrupted by long pauses; 
facial expression is one of helplessness, Pu- 
pils are dilated, pulse fast, and blood pres- 
sure increased. The patient feels oppressed, 
almost annihilated. He has difficulty in con- 
centration and thinking. There is choking, 
giddiness, nausea and vomiting. Vision may 
be blurred and acroparaesthesias may be 
present. There is resemblance to a state of 
panic, or a state preceeding fainting; the lat- 
ter may occur as a sequel of vertigo. 

The acute attack may last from one to sev- 
eral hours, vary in intensity and end sud- 
denly. On the other hand attacks may be- 
come chronic. During anxiety-free periods 
the patient may regain his psychical equi- 
librium. 

As in any emergency a sympathetic-adre- 
nal response will set in with changes in the 
internal milieu. The organism is prepared 
for fight or flight. As in any other defense, 
anxiety, using defense forces may outwit 
the cause of the attack. The polarization of 
defense forces of the total personality over 
a long period of time will result in a vicious 
cycle difficult to undo, and may progress to 
chronicity of reaction. 

Euziere and Margaret’* in their inter- 
pretation of the physiological manifestations 
of anxiety consider the facial pallor due to 
vasoconstriction of vessels of the hand 
caused by action of the cervical sympathetic. 
The bitter taste in the mouth, the feeling of 
a parched throat is explained as a conse- 
quence of inhibition of the vasodilators of 
the tongue and salivary glands. The palpi- 
tation of the heart, etc., is caused by pre- 
dominance of cardiac sympathetic over the 
vagus. Shivering, goose-skin, tremors and 


trembling, human cybernetics (homeostasis) 
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result from a continuous and delayed feed- 
back of information from muscle, tendon and 
joint essential for muscular coordination. 
The delay may be due to local damage in a 
small group of cells which suggests a time- 
lag in the normal mechanism of muscular 
action. The ascending neural impulse may 
have to travel a round about way, so that 
the muscle overshoots the mark. Thus trem- 
ors are caused by a time-lag in the facilitary 
system which maintains muscle-tone; shiv- 
ering by a long circuit through the posterior 
hypothalamus (as the physiological reaction 
to cold); trembling by similar long circuit- 
ing due to the disturbing effect of anxiety 
and fear. 

According to Pavlov, anxiety is due to the 
inability of the organism to develop a new 
dynamic stereotype in reaction to new de- 
mands upon the organism by internal and 
external stimuli. The difficulty appears in 
a disturbance of the first and second signal- 
ing systems and is due to weakness of cen- 
tral inhibition. 

The question arises whether anxiety may 
be centrally engendered. Burridge’ observed 
that neurons are rhythmic tissues in con- 
stant state of activity and excitation is an 
act of addition, not an act of striking, as 
commonly thought. Lashley”' postulated 
that the brain works in toto aided by facili- 
tating areas. Lorente de No** found self- 
exciting chains of internucial neurons in the 
brain, Magoun** has shown that stimula- 
tion of the ascending reticular formation of 
the brain stem results in desynchronization 
of electro-potentials evidenced by something 
like a state of tension and anxiety. The re- 
ticular formation connects with hypothala- 
mic, thalamic, and midbrain areas which are 
also engaged with the mechanism of central 
elaboration of emotion as shown by Papez.”*° 
Since there is no thought or memory with- 
out an affective component the latter may be 
considered an igniting central (as well as 
peripheral) agent in anxiety. 

The evaluation of cultural and ontologic 
aspects of the problem of anxiety reaction 
raises the question of definition. What do 
we understand under culture and ontology? 
I like the view of J. C. Shairp (quoted by 
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Webster®’ that the word culture has some- 
thing artificial about it and that the Greek 
paideia and the Roman humanitas is prefer- 
able. However, for clinical purposes the defi- 
nition of culture given by Webster is accept- 
able.. The word comprehends the complex 
of distinctive attainments, beliefs, traditions, 
etc., which constitute the background of a 
racial, religious, or social group. Ontology 
may be treated philosophically with an as- 
pect of metaphysics but for the clinician 
ontology has to be treated as the develop- 
mental history of the individual, How far 
back in the history do we go? To separate 
phylogeny from ontology the medical dic- 
tionary speaks of ontology as a process 
stretching from the fertilized egg to adult- 
hood. 

We cannot separate culture from ontology, 
since the individual is not brought up in a 
vacuum but in space-time continuum. How- 
ever, contributions on the subject are colored 
by the philosophy of the individual author 
who emphasizes one or other aspect of the 
process. Freud gives a most elaborate clini- 
cal ontological structure of the psychologi- 
cal growth of the individual. He offers 
theories on axiety, not its final solution, nev- 
ertheless psychoanalysis sees the origin of 
anxiety in birth trauma and fear of castra- 
tion. Together with Rank*’ he sees in birth 
trauma a threat of “separation” from mother 
later elaborated by fear of loss of mother, 
fear of loss of phallus, fear of loss of social 
approval, and fear of loss of life (death). 
This is an example of the pursuit of a proc- 
ess from the standpoint of “linear progress.” 
However, it is essential to pursue a process 
not only as to its linear progress but on 
lines of “multidirectional influence.” 

Of other ontological attitudes, attention 
is called to Adler’s' contribution on “biologi- 
cal inferiorities” with which the individual 
is born,and his compensatory attempts which 
may also progress to an elaborate system. 
Jung’? did not occupy himself much with 
anxiety but his concept of the collective ra- 
cial unconscious pushes the inquiry further. 
In contrast the approach of Horney that 
anxiety originates in the conflict between de- 
pendence and hostility, takes on a more im- 
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mediate cultural-ontological view. Regard- 
ing the pursuit of ontogeny from fertilized. 
egg onward, the observation of Corner’ is of 
interest. This author comments that human 
life commences with the Pilgrim’s Progress 
starting with placentation (adaptation) the 
beginning of an unending process of getting 
along with the world. 

Linton’? called attention to the psychic 
needs of the individual: security, recogni- 
tion, emotional response, and new experi- 
ences. I like to add the need of communica- 
tion, perhaps the most distinct for man. I 
prefer to call the needs affective in lieu of 
psychic for the reason that a need implies 
affect. Moreover, I regard affectivity as the 
final common path of the total personality.‘ 

The affective need of security originates 
in the helplessness of infancy and its pro- 
longation into adolescence and further (com- 
pare with the conflict of dependency and hos- 
tility—Horney"’). The insecurity is acti- 
vated by any encounter with challenges of 
life (work, love and social obligation.—Ad- 
ler’). The psychoanalytic emphasis on fear 
of loss of mother, fear of life and fear of 
death, etc., is in evidence, testifying to the 
multiplicity of factors rather than to spe- 
cific causes of release of anxiety. The fol- 
lowing is an illustrative situation: 


A college student, age 21, had developed consid- 
erable anxiety in reaction to failure in her work. 
She tried to combat the anxiety by overeating. She 
gained considerable weight which aggravated the 
situation. She evidenced an Oedipal complex hav- 
ing great dependence on and hostility toward her 
mother with attempts at separation with subsequent 
panic states. She recalled as an early memory, 
perhaps at the age of five, that her mother im- 
pressed her with the need of self-dependence. She 
remembered that whenever mother would admonish 
her, she would hold on to her dress symbolizing 
self-dependence by holding of to herself in that 
way. It was this failure of self-dependence that 
was the driving force behind her anxiety. The most 
striking effect was feeling of anguish in anticipation 
of annihilation. Patient was successfully treated 
psychotherapeutically. She graduated, married, and 
remained well adjusted during a follow-up of five 
years. 


The need of recognition may be found in 
any culture. The need applies not only to 
libidinous values but to other considerations 
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as well: honor, prestige, power, etc. The 
stories about the American Indian by James 
Fenimore Cooper, or the stories of the glori- 
fied heroes of the West offer ample testi- 
mony to this. The following case may serve 
as an example. 


A young man, 28 years of age, the only son, the 
center of attention at home, at school, at work, and 
with the opposite sex had been suppressing his 
drives for the sake of becoming an executive officer 
in his company. He succeeded at the cost of se- 
vere anxiety reaction marked by practically all the 
classic symptoms. Active psychoanalytic psycho- 
therapy was successful in rehabilitating him. He 
married and raised a family. 


The affective need of new experiences 
seems insufficiently appreciated. In this re- 
spect I like to quote A. N. Whitehead :** 


“... one main factor in the upward trend of ani- 
mal life has been the power of wandering. Per- 
haps this is why armored plated monsters fared 
badly. They could not wander. Animals wander 
into new conditions. They have to adapt themselves 
or die. 
the plains, from the plains to the sea coast, from 
climate to climate, from continent to continent, and 
from habit of life to habit of life. When man ceases 
to wander he will cease to ascend in the scale of 
being. Physical wandering is still important, but 
greater still is the power of man’s spiritual adven- 
tures, adventures of thought, adventure of passion- 
ate feeling, adventure of esthetic experiences. .. .” 


The essence of the need is readily discern- 
ible. On the positive side the need is the 
background of research, invention, and new 
ideas. On the negative side the need may 
evolve into a “wanderlust,” and so-called 
psychopathic behavior of which psychopa- 
thology offers evidence. The following case 
illustrates a situation: 


A man, age 38, a musician, was seen because of 
his unbearable anxiety provoked by frustration of 
the pursuit of what he called ‘experimentation to- 
ward understanding life.’ His experiment con- 
sisted of traveling in search of new experiences, 
particularly sexual that he intended to write about. 
He was an illegitimate child adopted by his ma- 
ternal grandmother. He remembers himself at the 
age of five being taken for an extended auto trip. 
He enjoyed the active experience so differenta from 
his life at home. A year later he was taken on a 
voyage. He felt “worldly.” In contrast to these 
events he remembered while ill and confined to his 
room that he felt like a “prisoner.” He engaged 
in sex play with girls and boys and was seduced 
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by an older woman at the age of 12. During the 
war he enjoyed his service in the Navy. Since his 
discharge he was twice married and had numerous 
contacts with women. He masturbated to excess in 
order to combat anxiety. He did not stay in psy- 
chotherapy, quitting after a few sessions in order 
to return to his home town to investigate his origin. 


The affective need of communication 
evolves from the need of companionship, 
which in turn originates in the dependency 
of infancy. That the need is distinct is seen 
by the fact that one cannot exist in isolation. 
The latter may lead only to mental death, 
deterioration or suicide. We know that even 
in advanced stages of schizophrenia, there 
is some interpersonal communication even 
though hallucinatory. The hermit is not 
alone which can be deduced from the obser- 
vation of Thomas 4 Kempis in his Jmitation 
of Christ of “being alone with God.” An- 
other most interesting observation is the 
concept of Martin Buber* on “I and Thou.” 

The individual may express vulnerability 
of more than one affective need as is exem- 
plified by the following case: 


A woman, age 42, married, socially and politically 
minded, had been in psychotherapy for a number of 
years because of intolerable unrelieved anxiety. In 
fact, her anxiety reactions became chronic, appear- 
ing as if a conditioned reflex response to the nu- 
merous frustrations of life.. Mental exploration 
showed that the patient had developed exaggerated 
needs of security, of recognition, of new experiences 
and of communication. She was the first born and 
the only child for three years. Later a brother was 
born who she felt deprived her of her birth right. 
She developed considerable ambivalency toward her 
parents and the brother, and resented her feminine 
role aspiring to symbolic masculine superiority. She 
projected her hostility upon her husband with death 
wishes and frigidity, thus compounding her conflict 
by damming-up libido. She was looking for magic 
help from the therapist to change her personality 
and since this did not materialize was changing 
therapists. 


This case illustrates the danger of identi- 
fying abstract thought with concrete facts 
(patient reacting to a superstructure alien 
to herself) resulting in the familiar situation 
of creating a problem by trying to solve it, 
of worrying because one worries, of being 
afraid of fear, etc. She finally became aware 
of her mental operations. For instance, of 
her insecurity which was a reaction to an 
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abstract idea that in emergency she would 
not be able to care for herself. She realized 
that this was not the case but that she was 
afraid of not being able to acquit herself 
adequately in an emergency. 

I like to refer to the observation of Linton 
that the form which behavior assumes can- 
not be explained in terms of the motivation 
needs alone. The needs are shaped by a mul- 
titude of forces. The behavior which satis- 
fies one or a number of needs is organized in 
respect to the environment, the person’s life, 
and his total of experiences. Cultural in- 
fluences fall in line with the “multidirec- 
tional” influences on growth. 

Anthropology is defined as a science of 
man or a science of being. Existential phi- 
losophy is also interested in being. It has, 
however, a metaphysical aspect altered from 
a science of being to a study of the condi- 
tions of knowledge. In the history of man 
a most dramatic event in the course of the 
process of life is the appearance of sexual 
generation. With its appearance, the self- 
sufficiency and the immortality of the asex- 
ual cell was as if condemned and gone, and 
a new cycle of fecundation, birth and death 
set in. This cycle grew to vast complexity 
as demonstrated by such activities as adap- 
tation, natural selection and sparks of sud- 
den mutation. This gigantic revolution may 
be paralleled only with the next revolution 
in the course of the same process of life, the 
appearance of man. 

I like to call the triad of fecundation, birth 
and death the “original drama of the life 
process.” This triad is reenacted in the life 
of the individual and is felt as keenly today 
as in remote times, with the difference that 
each epoch leaves an imprint on the mode 
reactivity to the problem but without sub- 
stantial change in its deeper meaning. The 
essence of drama is not unhappiness but ra- 
ther the solemnity of the workings of events 
and what they do—the inevitableness of 
events and the futility of escape (White- 
head). To illustrate, when the Neanderthal 


man buried his dead and thought to unite 
them as indicated by his cave paintings, does 
not this act indicate a belief in a life beyond? 
Or when a patient of mine, a sophisticated 
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young lady under stress of sexual and re- 
ligious conflict, revealed this state of mind 
while ee ether anesthesia: ‘One 
. two... three... count they said . 
leaving me , alone to count my way into ob- 


livion ... Swimming white coats . . . there is 
the sky now, and I belong to it . . . maybe 
God should be there too .. . I know the 


clouds are not, and even God does not exist 

.. I am free of Him too, because I know 
what He knows... there is ringing black- 
ness.” Does this account not have the same 
echo as the first? It is obvious that both 
ventilated a projected conflict of the drama 
of the life process, both making an attempt 
at solution of the conflict. 

In man the challenges of life are created, 
modified, and conditioned as much by his 
biology as by his psychology and culture. 
Challenges expand with his progress and re- 
actions to them extend and project them- 
selves into the infinite. It appears that man 
was never satisfied with his biological status. 
The added quality of “Mind” made him cu- 
rious for the truth. At the same time man 
was afraid of what he may learn (fear of 
the unknown. This made him insecure and 
therefore required compensation, causing 
him to elevate himself beyond his biology 
to the point of suffering shame for his bio- 
logical needs. This tendency led to over- 
compensation which made man place himself 
in the center of creation, god-like in form 
and quality and separated him from the rest 
of nature (White**). It curtailed progress 
because it delayed the understanding that 
the forces nucleated in man grew out of the 
environment and are returned to it. 

Man is not a closed system composed of 
certain organs. He is an open energy sys- 
tem constantly receiving energy from the 
outside and constantly giving energy to the 
outside. From such a dynamic viewpoint 
organs are assembled bits of experience ed- 
ucated to work for the benefit of the total 
organism. It follows, that we should not 
speak of an organism but of a total organ- 
ism or of a total personality. The totality is 
projected to the summit in conformity with 
the biological principle of “striving” to func- 
tion to reach the top, as expressed by von 
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Economo in the concept of telencephaliza- 
tion. It follows further that the projected 
summit will be collective and experienced as 
“Mind.” One can understand then that each 
cross-section of the totality will also have 
“Mind,” making every manifestation of the 
totality psychosomatic (to be understood as 
a functioning ensemble and not referable to 
a conventional etiological meaning) and not 
dividing subjects from object. It makes both 
physical and psychical aspects of the total- 
ity equipotential, eventually allowing the 
totality to be measured by either physical 
or psychical methods. It also brings about 
new tools of investigation such as thought. 

The new tool, thought, is double edged. 
On the positive side (providing thought has 
an adequate affective component meaning to 
give sufficient drive without rigidity), the 
power of thought compels us to search for 
truth by working out a philosophy of life in 
harmony with the times (freeing ourselves 
from ideas that have outlived themselves). 
On the level of thought we are able, under 
certain circumstances, to steal a glimpse 
into the future. On the negative side, the 
power of thought enables us to construct 
symbols of things apart from the things 
themselves which is a source of conflict. 
Existential philosophy offers on the positive 
side a new orientation which warns of the 
negative aspects of thought. 

The derivation of the word existential is 
from the latin ex-sistore meaning to become 
or to emerge. It developed as a reaction to 
Scepticism which was the result of disap- 
pointment with Romanticism in the search 
for the Absolute. Existentialism caused Ra- 
tionalism to emerge into things for them- 
selves, to phenomenology before intelligence 
could cathegerize them, Consequently, Ex- 
istentialism sees human existence as spirit- 
ual, because consciousness is fundamentally 
“emotive.” This concept is in harmony with 
certain psychiatric thought that man cannot 
be identified only as homo sapiens, or homo 
faber, or homo economicus, or as a social 
contractor, or a political, or a libidinous ani- 
mal. He is all of those things and more. 

In the back of this is affectivity. Man is 
essentially an affective being, since he is the 
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one and only creature that has human feel- 
ings. One may agree with Heidegger” that 
human existence is being-in-the-world. In 
saying “I’ human existence expresses itself 
as being-in-the-world, Another fundamental 
existential experience is dread. The latter 
is experienced in the face of nothingness or 
nonbeing (compare dread of nothingness 
with the psychoanalytic fear of “separation” 
or fear of “loss” of mother or dread of anni- 
hilation). It is interesting to note that Hei- 
degger considered dread physiologically con- 
ditioned (perhaps as a tribute to Nietzsche 
who spoke of “feeling with our bodies’’). The 
“T” lives in the knowledge and dread of its 
own extinction and is challenged by going 
through a crisis of dread to affirm its hu- 
manity and fulfill its own potentialities. 
When the latter is achieved one speaks of 
“authentic” existence. In contrast is the 
conventional “unauthentic” existence which 
is “anonymity.” The person will suffer guilt 
for not fulfilling his obligations. Guilt is 
interpreted by Heidegger not in the Judaeo- 
Christian sense but as indebtedness (the 
German word Guilt (Schuld) has both mean- 
ings—guilt and debt). 

One of the most striking faculties of “‘be- 
ing” is transcendence—the ability to tran- 
scend the immediate situation, thus tran- 
scending the trinity of time—past, present, 
and future. An outstanding aspect of tran- 
scendence is freedom which carries inex- 
haustible possibilities with it. Transcendence 
may also be interpreted as anticipation, 
meaning to go out beyond the given. Toward 
this end one may think in evolutionary 
terms of development of mind. To para- 
phrase Sir Grafton Elliot Smith’® “anticipa- 
tion may be observed on the level of primi- 
tive vertebrates.” The dogfish scents food 
and pursues it, culminating in capturing the 
food and eating it. Thus is initiated the 
ability to anticipate the result of a given 
course of action. 

Regarding the existentialist view on anx- 
iety, Kierkegaard*’ sees anxiety as the con- 
sequence of actualizing freedom. The more 
freedom we have the more anxiety will we _ 
acquire (recall “escape from freedom” as 
elaborated by Fromm). Anxiety is also 
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spoken of as a consequence of emergence of 
self-awareness. A characteristic trait of 
anxiety is “maintenance of relation with the 
dreaded”’ which finds clinical confirmation. 
It is interesting that Kierkegaard also spoke 
of the educational aspects of anxiety. Ex- 
istentia] philosophy speaks of anxiety as of 
“existential anxiety” or “ontological anx- 
iety.” In my opinion ontology, in a clinical 
sense, is the weakest point of existentialism 
which can be considered ontological only 
from a metaphysical viewpoint. 

Binswanger’ describes his distinction be- 
tween anxiety and phobic reactions. In the 
former the world threatens to vanish and 
delivers existence to nothingness; there is 
intolerable horror. In the phobic reaction 
there is an attempt at preservation of a re- 
stricted world. 

Man has tried since antiquity to solve the 
basic drama of the triad of sex, birth and 
death by way of a self cure by creating an 
illusion of immortality. One may observe 
the fusion of the constituents of the “triad” 
—hbirth, sex and death into one not only 
clinically but also on the lower biological 
scale. For instance, with reference to the 
latter, the ephemerides die during the sexual 
act. Clinically, cases of conversion hysteria, 
epilepsy, sexual deviation, etc. suggest that 
on the deeper level of the psyche, sex and 
death frequently fuse. ‘Poetic wisdom” is 
aptly expressed by Ronsard: “L’amour et la 
mort n’est qu’ne meme chose.” One can trace 
the same insight in the stages of develop- 
ment of literature—Classicism in the work 
of Sophocles and others, Romanticism as 
elaborated by Mario Praz in “Romantic Ec- 
stasy’’; and the Realism of our times in the 
works of Alberto Moravia who in the 
“Woman of Rome” combines copulation with 
murder (death) and impending childbirth; 
and Cesare Pavese who in the ‘Moon and the 
Bonfires” pictures violence and fusion of sex 
and death as consuming as fire. Dostoyev- 
sky in “Possessed” refers to the observation 
in the Gospel that there will be no childbear- 
ing in the Resurrection. 

Sex taboos reflect the fear of fusion of sex 
and death from remote times. The fear be- 
came embedded in the deeper layers of the 
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psyche and may be seen clinically in various 
symbolisms. The latter reaches a height of 
expression in dreams and paraphilias. A 
cardinal trait of paraphilia is avoidance of 
reproduction which is strikingly demon- 
strated in necrophilia, 

Regarding dreams, attention is called to 
nightmares of annihilation of the post-trau- 
matic states. As Kardiner puts it, the ego 
becomes body-bound. But it is not only in 
post-traumatic states that the ego acts that 
way. The experience of the trauma actual- 
izes it as do other factors which constitute 
polarization of the affective needs of the in- 
dividual. 


An account of a series of dreams was given by a 
21 year old girl. Dreaming of a rabbit that was 
snapping at her in the corn field, jumping at her 
and frightening her, as it followed her like the rab- 
bit in Alice in Wonderland. (She liked to identify 
herself with Alice.) She also identified herself with 
the rabbit. This girl rejected her female role. She 
was attracted by and afraid of her father’s penis. 
She produced a number of associations pertaining 
to ancient symbolization of the hare or rabbit, such 
as the ancient Greek belief that a female hare may 
have young without the male; that a male rabbit 
can also produce young; the Egyptian identifica- 
tion of the hare as a “leper,”’ the symbol of Easter 
Dawn, and “to be created” carrying the wish and 
seeing it through to reorganize oneself. She wanted 
to join her father who was dead and rise to life 
again with him, but the fear of annihilation was 
in the foreground. 

Another example of violence in dreams pertain- 
ing to fear of annihilation was reported by a woman, 
age 43, subject to recurrent anxiety attacks. The 
conflict between her fated role as a woman and 
masculine aspiration was shown by a fear of anni- 
hilation by way of the sexual act—‘‘of being nailed” 
which she tried to escape by emasculating the man. 


A comparison of the anxiety reaction with 
the phobic reaction may be seen in the fol- 
lowing situation: 


A middle aged woman subject to claustrophobia 
for many years gave a history of extreme hostility 
toward her mother starting in early childhood when 
she observed her mother swaddling her new-born 
baby sister. She felt in danger. Her claustropho- 
bia began while pregnant with her son and while 
traveling in a subway. She suddenly felt upset as 
if the child was ‘buried alive.’”’ Later she frequently 
felt as if she were “‘being buried alive.’ Once when 
leaving the movies with her husband she felt that 
things were unreal and felt ‘‘trapped-in the world.” 
She felt condemned to eternal suffering. Her par- 
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ticular phobic object was the elevator. She felt 
extremely agitated in one and was unable to use 
the self-service type. She felt threatened with com- 
plete disaster-annihilation. After working with her 
for some time the patient dramatized the situation 
by going up in a self-service elevator with her son. 
She was surprised that she could use it without 
fear and since then has been able to enter the ele- 
vator alone. 


This situation seems in harmony with the 
interpretation given by Fenichel’* and Feld- 
mann (quoted by the former) that “mother’s 
womb” type of claustrophobia (which seems 
to be the case here) expressed in fear of be- 
ing buried alive, may be interpreted thus. 
That the feared room represents mother’s 
womb and the interior of our own body. In 
both the anxiety and the phobic reaction 
there is a background of fear of annihila- 
tion, rooted in the original drama of the life 
process, 


Summary 


In the light of this presentation the anxi- 
ety reaction is rooted in what I called “the 
original drama of the life process,” culminat- 
ing in a fear of annihilation. The reaction is 
activated in a “linear” way of progress and 
facilitated by “multidirectional” influences. 
Anxiety may be regarded as a stepping stone 
in achieving ‘wholeness.” To paraphrase 
Goethe it is “dying in order to become.” Re- 
current attacks of anxiety are a continuous 
attempt at achieving wholeness. 


Therapy is basically psychoanalytic modi- 
fied according to merits of the case. Modern 
pharmacotherapeutics may be used to alle- 
viate anxiety. Existential analysis broad- 
ens the psychiatrist’s outlook. It warns us 
that most tormenting problems may arise 
from identification of abstract thought with 
concrete experience. The accent is thus on 
“think-how” rather than on orthodox “know- 
how” to administer the most efficient ther- 


apy. 


Manhattan State Hospital, Wards Island, N. Y. 
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High Dosage Methylphenidate for Depression 


CARL D. KouTsky, M.D., FLOYD WESTENDORP, M.D., 
and PAUL BRANSFORD, M.D. 


Since its introduction in 1954 methylphen- 
idate (Ritalin) has been reported as a psy- 
chic stimulator, a mood elevator, a psychic 
energizer, an antidepressant, a facilitator of 
verbalization and abreaction, an anti-with- 
drawal agent for schizophrenia, a mood-lift- 
ing substitute for alcohol in the treatment 
of alcoholism, a treatment for narcolepsy, 
and as a counteractant to barbiturate ef- 
fects.'® 


The reports in the literature have consist- 
ently revealed a striking absence of serious 
toxic effects, although transient side reac- 
tions have been noted. The oral dosages re- 
ported for the drug varied from 10 to 90 
mg./day, except for one report of 120 mg./ 
day.' The usual intravenous injection dos- 
age range to date has been 10 mg. to 30 mg. 
Because of its apparent safety in such a wide 
dosage range and its effectiveness as an ana- 
leptic, we decided to use very high dosages 
of methylphenidate in order to determine its 
efficacy in the more severe grades of depres- 
sion. 


Pharmacology 


Although its mode of action is unknown 
methylphenidate stimulates both cortical 
and subcortical centers, having little effect 
on the central nervous system below the 
brain stem. The intensity of stimulation lies 
somewhere between caffeine and the amphet- 
amines but its sympathomimetic effect is less 
than either. It causes no specific EEG 
changes. However, non-specifically there is 
a slight lowering of voltage and an increase 
in alpha activity. 

It has minimal cardiovascular stimulating 
effects; an antagonizing effect on the caro- 
tid occlusions reflex pressor responses; no 
effect on cerebral blood flow or oxygen con- 
sumption; and has a mild bronchodilating 
action.° 


From University of Minnesota Hospitals, Min- 
neapolis. 


Method 


Fourteen patients hospitalized for symp- 
toms of depression (all possible candidates 
for electric shock therapy) were chosen as 
subjects for trial on high dosage methyl- 
phenidate. The age range was from 30 to 
64 years with a mean of 41 years, Ten of 
the patients had had previous major psychi- 
atric treatment. 

During the time of observation methyl- 
phenidate was administered to the patients 
in the following manner. The drug was 
started by giving 10 mg. orally every two 
hours for six doses beginning at 8:00 a.m. 
At one or two day intervals the oral dose 
was increased in increments of 10 mg. until 
50 or 60 mg. were used. At the same time, 
in order to reach as high a dosage as pos- 
sible the patient received intravenous injec- 
tions of 10 to 30 mg. twice a day on the sec- 
ond or third day after the oral drug was 
started. 

Decisions to continue or increase the drug 
were based on the clinician’s judgment, If 
the patient responded in a positive sense and 
the drug could be utilized in the total treat- 
ment plan, it was continued. If no definite 
advantages were apparent, the drug was dis- 
continued. The patients received methyl- 
phenidate from 6 to 30 days, with a mean 
of 22 days during the period of observation. 
Four patients were continued for longer than 
30 days. 

In order to standardize technique, the phy- 
sician giving the intravenous methylpheni- 


TABLE I 
Effects on Symptoms of Depression 
(14 Cases) 
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LIN 4 9 9 3 
ING" CHONG 6 9 4 8 
Severity Increased ...... 1 1 1 1 3 
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date did not remain with the patient longer 
than 30 minutes after the injection. The 
maximum total daily oral dose was 360 mg. 
and the maximum single intravenous dose 
was 40 mg. The total dosages of methyl- 
phenidate ranged from 60 mg. to 360 mg. 
daily with an average dosage of 260 mg. 
daily. Ten of the patients were also receiv- 
ing phenothiazine drugs for their tranquiliz- 
ing effects, and two were on imipramine hy- 
drochloride, an antidepressant. Barbiturates 
were permitted for sleep on a prn basis in 
all instances. 


Results 


A. The results on the combined oral and 
intravenous methylphenidate can be noted in 
Table I. 

Of the 14 patients, seven had improved 
sleep patterns with decreased requests for 
h.s. barbiturates, and in only one instance 
was insomnia increased. Nine patients 
showed improvement in mood and decrease 
in retardation; they became more outgoing 
and their ward behavior improved. One pa- 
tient became more withdrawn on methyl- 
phenidate—almost as if the drug provided 
the necessary energy to accomplish this. 
Three patients responded with a marked in- 
crease in agitation while, on the other hand, 
three other patients enjoyed a lessening of 
this symptom. 

Blood pressures were recorded twice daily 
on all patients, There was no change in 13 
patients. In one instance a hypertensive pa- 
tient had a decreased average systolic blood 
pressure of 20 points and a decrease of 10 
points diastolic pressure. Eight patients had 
a weight loss (averaging 4.5 pounds) while 
on methylphenidate. Four patients had no 
change in weight, and two patients gained 
weight, averaging 3.5 pounds. Pulse rates, 
recorded twice daily, showed no change. In 
all cases receiving intravenous methylpheni- 
date there was temporary tachycardia and 
tachypnea lasting from 30 to 60 minutes. 
None of the patients had any toxic effects 
on daily oral dosages of less than 320 mg. or 
with single intravenous injections up to 30 
mg. One patient had extrasystoles on 40 
mg. intravenously, and one patient developed 
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TABLE II 
22 52 83 §& 
Manic-Deprs. 
Depressed 2 0 1 2 0 0 
Reactive 
Depression 3 3 0 3 3 0 
Involutional 
Depression 2 0 0 0 0 0 
Depression with 
Schizophrenia 5 4 1 4 2 1 
Totals 12 7 2 9 5 1 


Dosage I.V.: 20 mg. or 30 mg. once or twice daily. 


*I Manic-Depressive became acutely paranoid. 
1 Schizophrenic developed rapid, acute psychotic 
episode with severe depersonalization. 

¥1 patient developed tachypnea with mild carpo- 
pedal spasm and urticaria after repeated I.V.’s 
b.i.d. 


a severe tremor of the hands when given 
a daily oral dose of 360 mg. 

B. The results of the intravenous methyl- 
phenidate injections are considered in Table 
II. These will be discussed separately as 
there was a difference in the effects of oral 
and intravenous methylphenidate. 

Of the 12 patients who received intrave- 
nous methylphenidate, seven patients had a 
favorable response—meaning they had a 
marked relief from their depressed feeling 
and they became better subjects for socializ- 
ing therapy on the ward. However, the du- 
ration of this effect was brief. Relief from 
depression lasted two hours after the first 
intravenous dosage but gradually decreased 
to about 30 minutes after they had received 
multiple intravenous injections on a b.i.d. 
schedule. Two patients demonstrated un- 
favorable psychiatric responses to the intra- 
venous route, i.e., one had a brief but severe 
depersonalization and one patient became 
markedly paranoid. Nine of the 12 patients 
had definite emotional catharsis following 
intravenous methylphenidate. In each case, 
this was most marked after the initial injec- 
tions and tended to diminish as the injec- 
tions were continued. In addition to the 
emotional catharsis, considering interviews 
unrelated to the time of the injections, the 
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intravenous route enhanced psychotherapy 
in five of the patients in that they gained 
hope after having experienced a relief of 
their depression. Only one of the 12 patients 
exhibited an untoward physiological side-re- 
action. This patient developed severe tachy- 
pnea with mild carpopedal spasm following 
the injection. After repeated injections the 
same patient developed a generalized urti- 
caria and the drug was discontinued. How- 
ever, almost all patients mentioned a minor, 
vague light-headed sensation for 60-90 min- 
utes following an intravenous injection. 
Transient nausea appeared immediately af- 
ter injection in three cases. 


Two patients of the reactive depression 
group responded so well to intravenous 
methylphenidate that it was considered a 
major aid to their recovery. In six of the 
remaining 12 cases, the drug facilitated psy- 
chotherapy and milieu therapy. 


Comments 


1. Methylphenidate was found to be use- 
ful in oral dosages much higher than had 
been previously published in the literature. 
In our small series it seemed safe up to 320 
mg. daily. 

2. Why the patients showed improved 
sleep patterns in seven instances is not 
known. The authors suspect a _ certain 
amount of rebound phenomena in that dis- 
continuing a CNS stimulant taken during 
the day might produce a reactive drowsiness 
at night. 


3. Oral methylphenidate, even in the high- 
est dosages, did not nearly attain the degree 
of symptomatic relief achieved with the in- 
travenous form. The duration of action was 
similarly short, and empirically seemed to 
require dosage repetition, every two hours 
for a reasonable sustaining effect. 

4. Methylphenidate has a place in our ar- 
mamentarium as a symptomatic treatment, 
an adjunctive treatment, and in some cases 
a definitive treatment, of depressive reac- 
tions of many types. At times it might 
serve as a useful stop-gap procedure while 
attitudinal barriers to EST are being re- 
moved, At other times it might furnish the 
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necessary motivational stimulus to convince 
the patient or his family that effective treat- 
ments are available and that hospitalization 
can be accepted. Again, before some other 
definitive treatment plan has had time to be- 
come effective, transient lifting of the de- 
pression with intravenous methylphenidate 
is indicated to facilitate some particular 
clinical or nursing procedure. 

5. In no way do we consider methylpheni- 
date a disease-specific treatment but we see 
it as a useful CNS-stimulating drug, that is 
capable of counteracting the symptoms of 
depression or retardation as part of the to- 
tal picture in many diagnostic categories. 


Summary 


The literature and pharmacology of meth- 
ylphenidate as an analeptic are briefly sum- 
marized. Little work in high dosages had 
previous!y been reported and an attempt was 
made to determine its efficacy under such 
circumstances. Fourteen hospitalized pa- 
tients representing a variety of clinical di- 
agnoses, but with depression as a major 
symptom, were treated with high doses of 
methylphenidate. It was concluded that 
methylphenidate in high dosages has a use- 
ful albeit limited place in our pharmacologic 
armamentarium in psychiatry. A marked 
difference between the effects of intravenous 
administration versus the effects of oral ad- 
ministration was observed. 


Ritalin is the trade name for methylphenidate hy- 
drochloride supplied by Ciba Pharmaceutical Prod- 
ucts, Inc., Summit, New Jersey. 


BIBLIOGRAPHY 


1. Ferguson, J.: J. Pharmacol. & Experim. Ther- 
apy, 116: p. 20, Jan. 1956. 

2. Ferguson, J., et al.: J.A.M.A., 162: pp. 1303-1304, 
Dec. 1, 1956. 

3. Gale, S.: Anesthesiology, 19, pp. 521-531, July- 
Aug., 1958. 

4. Hartert, D., and Brown-Mayers, A.: J.A.M.A., 
166: pp. 1982-1985, Apr. 19, 1958. 

5. Kemp, W. E.: VA Hospital, Mpls., Minn., p. 1-10, 
May 1958. 

6. Maxwell, R. A., et al.: J. of Pharm. & Experim. 
Therapeutics, 123, pp. 22-27, May 1958. 

7. Meier, R., Gross, and Tripod: Klin. Wehnsch., 32: 
p. 445, May 15, 1954. 

8. Yoss, E., and Daly, D.: Neurology, 9, p. 171-173, 
March 1959. 


‘ 
| 
igs 
: 


278 


DISEASES OF THE NERVOUS SYSTEM 


MAY 


Prozine Therapy in Emotionally Disturbed Patients 


C. H. CARTER, M.D. 


A continuing study of the effectiveness of 
various psychotherapeutic compounds in the 
treatment of emotional disorders has been 
in progress at Sunland Center since 1956." * 
The results with Rauwolfia alkaloids, pheno- 
thiazine compounds and mephenesin deriva- 
tives have been encouraging. These com- 
pounds have produced improvement in a 
large percentage of patients. It has become 
apparent, in the course of these studies, that 
there is selective variation in the effective- 
ness of each of these compounds; the drug 
of choice is best determined by trials with 
the individual patient. For institutionalized 
patients uniformity of medication is desir- 
able and the ultimate goal of our studies has 
been to arrive at a course of treatment which 
will offer best results in the majority of pa- 
tients. 

In a previous report,’ it was noted that a 
combination of chlorpromazine and mephen- 
esin was more effective than either drug sep- 
arately in the treatment of spastics. Simi- 
larly, Barsa*® has demonstrated the superior 
effectiveness of chlorpromazine combined 
with meprobamate, a mephenesin derivative, 
in the treatment of mentally disturbed pa- 
tients; and Parks® has used Prozine, a com- 
bination of promazine and meprobamate, in 
treating the emotional difficulties of patients 
who failed to respond to meprobamate alone. 


The value of a combined medication must 
be determined on an individual basis except 
where a definitely superior medication re- 
sults from combination and the purpose of 
the present report is to describe results ob- 
tained with Prozine in a group of emotionally 
disturbed patients. 


Details of Study: 


Prozine was given to 121 emotionally dis- 
turbed, institutionalized patients comprising 
76 males and 45 females, varying in age 
from 8 to 45 years; 74 per cent were under 
20 years. In all cases the emotional diffi- 


From Sunland Training Center at Gainesville, Fla. 


sulty was associated with other conditions: 
brain damage, mental retardation, epilepsy, 
mongolism, spastic conditions, phenylpyruvic 
oligophrenia, tuberous sclerosis, albinism, 
muscular dystrophy and cretinism (see Ta- 
ble I). 


TABLE I 


Clinical Response to Prozine in Emotionally 
Disturbed Patients 


Clinical Response 


Classification No. Good Fair Poor 
Mentally retarded .................... 32 29 2 2 
12 10 1 1 
10 3 0 
Phenylpyruvic oligophrenia .... 5 5 0 0 
Tuberous sclerosis .................... 4 4 0 0 
Muscular dystrophy ................ 1 1 0 0 


The emotional difficulties of these patients 
were manifest in aberrant forms of behavior 
including aggressiveness, destructiveness, 
temper tantrums, crying spells, head bang- 
ing, self mutilation, masturbation and un- 
cooperativeness. 


Of the patients treated 77 had previous 
tranquilizer therapy (Table II). All other 
tranquilizers were discontinued but eight pa- 
tients continued to take their regular anti- 
convulsants during Prozine therapy. One 
patient, a cretin, was treated concurrently 
with thyroid extract. The remaining pa- 
tients received no other medications. Physio- 
therapy and psychotherapy, already in prog- 
ress, were continued throughout the study. 


The daily dose of Prozine was determined 
on an individual basis, depending on the se- 
verity of the symptoms and the weight of 
the patient. Six patients, weighing less than 
70 pounds, had one capsule twice a day; 90 
patients, one capsule three times a day; 23 
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took two capsules three times a day; and 
two had three capsules three times a day. 
Before Prozine therapy began each patient 
was given complete neurologic, psychiatric 
and physical examination. The behavior pat- 
tern of each patient was discussed with at- 
tendants and evaluated. The response to 
Prozine therapy was noted at various inter- 
vals, and a final grade was assigned after 
six to nine months of treatment. The pri- 
mary criterion was the control of aberrant 
behavior, although increased neuromuscular 


control was observed in many cases, The 
TABLE II 
Comparative Effectiveness of Prozine 
Effects of 
No. —Prozine— 
& 
Meprobamate with? benactyzine... 5 5 0O 
Hydroxyzine hydrochloride ............ 4 4 0 0 
Chlorpromazine and meprobamate 
With} 4 4 0 0 
Perphenazine .............. 2 2 0 0 
Chlorpromazine and reserpine ...... a & 
Chlorpromazine and hydroxyzine 
Chlorpromazine and thiopropazate 
Chlorpromazine and meprobamate 1 1 0 0 
Meprobamate and reserpine ............ oO 
Meprobamate and meprobamate 
Reserpine and perphenazine .......... 
Hydroxyzine hydrochloride and me- 
probamate with benactyzine ...... ror 8 0 
Hydroxyzine hydrochloride and 
Phenaglycodol 
Prochlorperazine and phenobarbi- 


*These patients experienced drowsiness during Prozine 
therapy. 

y‘And’ indicates two separate preparations used concur- 
rently. ‘With’ indicates a combined medication. 

iThis patient’s response was poor to both preparations. 
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grade was determined according to the fol- 
lowing criteria: good, all major behavior dif- 
ficulties eliminated; fair, some major be- 
havior difficulties eliminated, and response 
at least as good as that observed with other 
tranquilizers; poor, no change in behavior, 
or less control than attained with other tran- 
quilizers. 


Results 


Improvement in most patients was appar- 
ent within four days but some improved 
more gradually over a longer period. A 
change in the general atmosphere of the 
wards and cottages was apparent. They 
were less noisy; the number of situations 
which formerly precipitated acute aberrant 
behavior episodes was reduced. The attend- 
ants found more time to render individual 
service. Undoubtedly, many patients bene- 
fited from these secondary improvements in 
environmental conditions. 

The individual responses to Prozine ther- 
apy are summarized in Table I. The group 
with brain damage included patients with 
congenital, traumatic and postencephalitic 
lesions, In each case, the presence of a le- 
sion was confirmed by electroencephalo- 
graphic tracings; 80 per cent of these pa- 
tients responded well. In seven cases the 
response was graded as fair. Five of these 
patients had been as well controlled with 
other psychotherapeutic compounds (Table 
II). The remaining two patients showed no 
improvement; both were given two capsules 
three times a day. 

There were 32 mentally retarded patients 
with no demonstrable brain lesions. This 
group was particularly responsive to Pro- 
zine therapy; 91 per cent of this group were 
markedly improved. They became more co- 
operative and alert, and began to take a 
greater interest in their own care. In 20 
cases the response was superior to that pre- 
viously observed with other tranquilizers. 
Two patients had fair response; one of these 
had been as well controlled with meproba- 
mate alone. The patient whose response was 
poor experienced mild drowsiness while tak- 
ing two capsules three times a day. 

Prozine therapy was used in conjunction 
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with regular anticonvulsants for eight epi- 
leptics. An additional four were maintained 
on Prozine alone, The aberrant behavior of 
10 of these patients was well controlled; in 
one case the response was graded as fair. 
The remaining patient was unimproved by 
Prozine therapy; he had previously failed 
to respond to phenaglycodol. There was no 
evidence of increased seizure frequency in 
these patients. Six of the seven patients 
who had been on other tranquilizers showed 
superior response with Prozine therapy. 

Ten hyperactive, emotionally disturbed 
mongoloids were included in the series. Emo- 
tional disturbance in mongoloids is invari- 
ably a result of improper handling. Parental 
rejection and excessive pressure during 
training elicit a belligerent response from 
the child. Once established the resulting ab- 
normal behavior patterns are difficult to re- 
verse. Six of these patients had failed to 
respond adequately to other tranquilizers; 
in four cases this was the first attempt at 
chemotherapy. During Prozine_ therapy, 
seven of them showed remarkable improve- 
ment. They became alert, affectionate and 
amenable to proper training. In three cases 
the response was fair; in two of these pa- 
tients the response was about the same as 
previously observed with chlorpromazine. 

Cases in which emotional disturbance was 
associated with spastic conditions responded 
well to Prozine therapy. These patients 
showed marked improvement in muscular 
control. The number of frustrations which 
formerly precipitated acute emotional re- 
sponse was thus reduced. In many cases it 
was felt that the emotional control was sec- 
ondary to the muscular control. The patients 
were obviously encouraged by their own 
progress and became more responsive to psy- 
chotherapy. 

The emotional difficulties were associated 
with various other conditions in the remain- 
ing 13 patients (Table I). In all cases Pro- 
zine therapy was singularly effective. Eight 
of these patients had been treated less suc- 
cessfully with other tranquilizers. 

In our series 77 patients had been treated 
previously with other tranquilizers. The 
comparative effectiveness of Prozine is re- 
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corded in Table II; 86 per cent showed bet- 
ter response when Prozine was used; in an- 
other 12 per cent the response was about the 
same. The two patients whose responses 
were considered worse, experienced mild 
drowsiness before a satisfactory therapeutic 
level of Prozine was reached. 


The only side effect noted during the en- 
tire study was mild drowsiness in four cases. 
There was no increased frequency of epilep- 
tic seizures. 


Discussion 


As the study of various compounds pro- 
ceeded, it became increasingly difficult for a 
new medication to make any oustanding im- 
pact on psychotherapeutic medicine. Com- 
parison with previous medications is inevi- 
table. Prozine made an outstanding showing 
in our hands, It is apparent, from Table II, 
that considering the desirability of uniform- 
ity of medication, this is the preparation of 
choice in the treatment of emotionally dis- 
turbed institutionalized patients. One could 
anticipate improvement in 97 per cent of pa- 
tients during group Prozine therapy (Table 
I). It should be remembered that the im- 
provement rate in group therapy tends to be 
somewhat higher than in individual cases, 
due to the interplay of emotions among the 
patients, 

In attaining optimal response in our pa- 
tients we have previously used combinations 
of various psychotherapeutic agents. In the 
majority of cases the dose of each drug was 
determined on an individual basis. The pro- 
portions of meprobamate and promazine in 
Prozine appear to be satisfactory for the 
majority of patients. The lack of serious 
side effects permits long term therapy. 


Summary and Conclusions 


1. Prozine was used in the treatment of 
121 emotionally disturbed, institutionalized 
patients. Response was good in 86 per cent; 
fair, in 11 per cent; and poor, in three per 
cent. 

2. In our series 77 patients had been 
treated with other tranquilizers. In 86 per 
cent of these patients response to Prozine 
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was superior; in an additional 12 per cent 
the responses were equal. 

3. Mild drowsiness was encountered in 
four cases. In two of these, drowsiness was 
encountered before a therapeutic level was 
reached. 

4. It is concluded that Prozine is an ideal 
choice for uniform medication in institution- 
alized patients. 


Author’s Note: Prozine® capsules (200 mg. me- 
probamate and 25 mg. promazine hydrochloride) 
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used in this study were supplied by Wyeth Labora- 
tories, Philadelphia, Pa. 
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“I Want the Job Done and Refuse to Accept a Memorandum 
why it Cannot be Done” 


EDMUND BERGLER, M.D. 


Thomas Edison posted this sign in his lab- 
oratory: “There is no expedient to which a 
man will not go to avoid the real labor of 
thinking.” From this, one could conclude 
that what is involved in the refusal to think 
is the perennial wish to save oneself that 
disagreeable chore. But a paradox unfolds 
at this point: people go to great lengths to 
avoid thinking, marshaling innumerable rea- 
sons to prove that a specific job “cannot be 
done.” Thinking in negatives is of course 
just as tiring as thinking in positives. What 
accounts for the willingness to expend enor- 
mous effort in negative thinking and the 
embargo on even minimum expenditure on 
positive thinking? 

A patient, owner of a large technical lab- 
oratory, was a man of many highly profitable 
inventive ideas. He followed a simple rule 
in hiring his technical employees. Having 
weeded out the “misfits,” he would hand 
every new man three printed cards. On the 
first was printed the statement used in the 
title of this study: “If I hand out an assign- 
ment, I want the job done—even if thinking 
hurts—and refuse to accept a memorandum 
enumerating all the reasons why the job al- 
legedly cannot be done.”’ On the second card 
was a quotation from “The Sulu Sea Mur- 
ders,” by Van Wyck Mason: “Thinking is 
cheap, but thinking wrong is expensive.” For 
explanation see card No, 3.”” The third card 


stated: “As a matter of fact, in this organi- 
zation wrong thinking is so expensive for 
you that you are immediately fired. But re- 
member: your beginning salary and your 
prospects of promotion work out to double 
what you could get from any of my competi- 
tors. Name your price!” 

This man entered treatment because of 
“unendurable tensions”; he explained these 
as arising from his subordinates’ “stupid- 
ity.” Despite his “three-card system,” de- 
spite strong financial inducements, the turn- 
over in his office was staggering. Instead of 
accepting the fact that genius does not grow 
on trees, to be plucked and offered for hire 
by technical employment agencies, instead of 
acknowledging that limited help is prefer- 
able to no help at all, he constantly raved at 
the inefficiency, stupidity, and failure to use 
brain-power evinced by his collaborators. He 
was truly an injustice collector, and maso- 
chistically misused the situation. 

What interests us in this connection is 
only one facet of the patients problem. The 
most infuriating aspect of the situation, to 
him, was his conclusion that the energy used 
productively in thinking up reasons to 
“prove” that a specific job was impossible 
could, if productively used, suffice to achieve 
positive and satisfactory results. He claimed, 
therefore, that “unproductive use of energy” 
forced him to do all the productive thinking 
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in his office. He rescued himself from “col- 
lapse” by constantly changing his person- 
nel. The trick worked for some time, until 
a “smartie” he had hired managed to hoist 
him on his own petard. This employee, mind- 
ful of the taboo on excuses for failure to do 
an assigned job, adopted a new technique in 
his explanatory memoranda. He listed the 
allegedly unsurmountable technical difficul- 
ties involved in a specific assignment not as 
such, but as factors already known which 
could be solved by consulting scientific lit- 
erature. He would then point out that this 
literature was not available in the firm’s 
files, and would urge creation of the post of 
scientific librarian. In the meantime, he 
would absent himself from the office for days 
at a time, visiting the libraries. Obviously 
to poke fun at the quotation on card No. 2, 
he quoted Samuel Johnson: “Knowledge is 
of two kinds: to know a thing and to know 
in what book to find it.” 


This clever gambit stumped my patient at 
first; what he did, to reestablish himself as 
omniscient and hyper-knowledgeable, was to 
provide some answers—invented on the spur 
of the moment, but attributed to an author- 
ity. After a time, he concluded that the 
“smartie” was pulling his leg and discharged 
him. 

The irony of the situation was that the 
patient actually shifted his own inner prob- 
lem, the need to prove that he had to do 
everything himself (unconsciously he was 
copying his own overburdened mother) —to 
a theoretical enigma: why do people think 
negatively, not positively? 

The answer emerges when one considers 


the even slightly masochistic child’s attitude 
toward “duty.” The latter is not taken as 
an unavoidable necessity and a cold, hard 
fact, but as a parental imposition and an act 
of personal malice. To prove that an “in- 
justice” is really being done to him, every 
child learns at an early age to assemble a 
great multitude of “reasons” proving why 
“it cannot be done.” Later in life this atti- 
tude (if not unconsciously corrected) is un- 
consciously shifted to professional duties. 

What my patient claimed was probably 
quite true: the amount of energy used in un- 
productive thinking would have been suffi- 
cient to accomplish the job at hand produc- 
tively. But the unconscious thinking of in- 
justice collectors—and the average person 
has at least some traces of the psychic ma- 
sochistic scourge in him—is not regulated 
according to mathematical formulae of en- 
ergy quanta, but according to psychological 
and unconscious formulae. 

Only after the older and infantile tech- 
nique of finding duty an “injustice” is over- 
come can mature and productive thinking 
take over—provided “imagination” is not in- 
hibited. But that is another problem. Rela- 
tively few people accomplish the unconscious 
transition from infantile to adult concepts of 
duty, regardless of their actual state of 
knowledge. 

The “search for genius,” so assiduously 
pursued in the post-sputnik period in our 
high schools, colleges and ur.iversities, will 
have to take this psychological factor into 
consideration. 


251 Central Park West, New York 24, New York. 
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Results with Fluphenazine in Anxiety and Tension 


RICHARD C. PROCTOR, M.D. 


Anxiety is a basic emotional response of 
man to sources of annoyance such as the ne- 
cessity of making an important decision, dis- 
turbed interpersonal relationships, or any of 
a variety of other common situations that 
may induce feelings of apprehension, uncer- 
tainly and fear. Anxiety may also be due 
to internal unresolved unconscious conflicts 
that are seeking expression. Normally the 
anxiety is dissipated as the situation which 
caused it is resolved. If the situation re- 
mains, however, and/or the uncertainty is 
maintained and turned inward by the indi- 
vidual, an anxiety state may be said to be 
present. If unrelieved, this state may ulti- 
mately manifest itself in various physical 
signs and symptoms for which the individ- 
ual seeks medical] help. 


Anxiety states are commonly encountered 
in present day medical practice, and their 
treatment comprises an important part of 
the doctor’s activities. This is especially 
true of the general practitioner. Before the 
advent of the so-called tranquilizing drugs, 
the principal measures available to the phy- 
sician to combat anxiety symptomatically 
were sympathetic reassurance of the patient 
and the administration of sedative agents. 
The tranquilizing drugs, however, with their 
capacity to calm and to relax the patient 
without hypnotic effect or inducing confu- 
sion of mind, can be of immeasurable help 
in alleviating symptoms of anxiety, espe- 
cially when a favorable rapport between phy- 
sician and patient has been established. 

Recently, a new tranquilizing agent known 
as fluphenazine (Prolixin) became available 
for clinical trial. This drug had exhibited 
unusual potency in its tranquilizing action 
in laboratory animals (1) as well as ex- 
tremely rapid action in relieving excitement 
and anxiety in psychotic patients when ad- 
ministered in doses as low as 2.5 mg. to 10 


Department of Psychiatry, Bowman Gray School 
of Medicine, Winston-Salem, N. C. 

Fluphenazine used in this study was provided by 
E. R. Squibb & Sons as Prolixin. 


mg. a day.** Fluphenazine is a trifluoro- 
methyl-hydroxy-ethyl piperazine-propyl de- 
rivative of phenothiazine. The powerful 
tranquilizing action of the drug as well as 
the rapid relief of anxiety which followed its 
administration in extremely low doses indi- 
cated its potential usefulness in the treat- 
ment of patients who are encountered in 
daily medical practice suffering from anx- 
iety. The present report concerns the re- 
sults of a trial of fluphenazine in the treat- 
ment of patients with anxiety and tension 
who were referred to this clinic for diagnosis 
and therapy. As the report shows, fluphena- 
zine provided relief of symptoms of anxiety 
in the majority of patients treated. 


Method of Study 


A total of 25 patients displaying a variety 
of manifestations of anxiety and tension was 
treated with fluphenazine. Of these, 13 were 
male and 12 were female, with ages varying 
from 20 to 62 years. The symptoms of anx- 
iety presented by the patients included such 
complaints as general nervousness, irritabil- 
ity, insomnia, nightmares, “tension head- 
ache” and globus, as well as such signs as 
trembling, agitation, crying spells excessive 
sweating and nausea and vomiting. In ad- 
dition, several of the patients expressed fear 
of leaving home, dread of crowds, or even 
apprehension over getting into a car. Symp- 
toms first appeared in the patients from sev- 
eral months to as long as three years before, 
the study began, and in general were related 
to emotional strain involving domestic diffi- 
culties, job responsibilities, or other types 
of situational stress. In addition to anxiety, 
two of the 25 patients presented evidence 
of psychotic reactions, one having received 
electroshock therapy for recurrent attacks 
of mania and the other exhibiting obsessive- 
compulsive behavior in his frequent repeti- 
tion of many acts. 

Prior to treatment with fluphenazine each 
patient received a routine physical exami- 
nation to rule out the presence of organic 
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disease as a factor in their complaints; the 
examination included the usual determina- 
tions of body weight, blood pressure and 
pulse rate, a complete blood count and urin- 
alysis and, where indicated, an electrocar- 
diographic examination and chest x-ray. Pa- 
tients were re-examined at intervals of one 
to two weeks throughout the period of study. 
Blood and urine studies were performed in 
every case after completion of treatment 
with the drug. Physical findings were nor- 
mal in all but two cases. In one of these, 
there was congenital absence of the right 
pectoral muscle and in the other there were 
residual effects from a previous attack of po- 
liomyelitis, and the patient walked with two 
canes. However, in every case there was no 
apparent organic basis for the complaints 
for which the patient had sought relief. 

Fluphenazine was administered to each 
patient as a 1 mg. tablet throughout the en- 
tire period of therapy. The usual initial dose 
was 1 mg. twice or three times daily with 
the high dosage reduced to 1 mg. twice a 
day as soon as the patient showed signs of 
improvement. In two cases, however, four 
tablets of fluphenazine a day were pre- 
scribed, though the dose was reduced to two 
or three tablets a day because of the ap- 
pearance of side effects. In a third case, the 
total] daily dose was increased to 5 mg. of 
the drug before relief of symptoms was 
achieved. Once relief was attained it was 
maintained by continuing for one month the 
dosage of 5 mg. a day (which was the high- 
est dose prescribed for any patient) with 
no apparent reaction of the patient to the 
drug. In all but seven cases treatment with 
fluphenazine was continued for from two to 
six months. In two of these cases the 
drug was discontinued after one or two days 
because of side effects and in the other five 
it was discontinued after two weeks because 
the patients showed no improvement. 


Results 


Many obvious difficulties exist in any at- 
tempt to evaluate the results of therapy in 
patients with emotional disorders, princi- 
pally because of the subjective nature of 
most of the complaints for which the pa- 
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tient has been treated. For purposes of this 
study, however, a patient was considered 
either to have improved or not to have im- 
proved following treatment with fluphena- 
zine on the basis of whether or not his symp- 
toms were relieved. For example, a patient 
was considered to have improved if before 
treatment he felt nervous, irritable and could 
not sleep but after treatments he was calm 
and relaxed and could sleep. On such a ba- 
sis, 18 of the 25 patients were considered to 
have benefited from treatment with fluphena- 
zine. Improvement was usually apparent 
during the first week of treatment and oc- 
curred with equal frequency in older and 
younger subjects. Of the 18 patients who 
showed improvement, however, 12 were fe- 
male and only six were male, despite the fact 
that more males than females were treated. 
It is doubtful, however, whether a real dif- 
ference in response to therapy could be 
ascribed solely to sex in this study because 
four of the six males who did not respond 
to fluphenazine presented symptoms of un- 
usual severity and other factors may have 
been operative in addition to that of sex. 
In doses of less than 1 mg. per day, fluphen- 
azine appeared to have little therapeutic 
value while, in doses above 2 mg. a day, side 
effects developed in a few patients. How- 
ever, in the majority of patients, initial daily 
doses of 3 mg. were administered until the 
patient began to improve; the dose was then 
reduced to 2 mg. a day, without the ap- 
pearance of side effects or the loss of the 
benefits attained with the higher dosage. 


Despite the early improvement shown by 
most of the treated patients, fluphenazine 
was continued for several weeks or months 
because symptoms reappeared when the drug 
was discontinued. 


Five patients developed unwanted reac- 
tions to fluphenazine, as given in Table I. 


The drug was immediately withdrawn 
from the patient who developed acute dys- 
kinesis, and the condition cleared within 24 
hours. Another patient who complained of 
dizziness and trembling discontinued the 
medication himself and could not be per- 
In the remaining 


suaded to resume it. 


1960 
TABLE I 
No. of Patients* 
= 
2 FS 3 Dosage of Fluphen- 
Unwanted Reaction azine Administered 

_ Dizziness i 2s 1 mg t.i.d. or q.i.d. 
Trembling 1 mg t.i.d. 
Muscular twitching 0 3 3 1 mg t.i.d. or q.i.d. 
Drawing sensation e 2 8 1 mg t.i.d. 


*More than one reaction in some patients. 


three patients, the side effects disappeared 
promptly after a reduction in the dosage. 

Laboratory studies at the end of the treat- 
ment period revealed no change in the blood 
and urine values. 


Discussion 


Fluphenazine appears to be a potent tran- 
quilizing drug which when given in the 
proper dosage will provide marked therapeu- 
tic benefit symptomatically to patients suf- 
fering from anxiety and tension. Doses of 
less than 1 mg. per day are of little or no 
therapeutic value. The safe dose seems to 
be 2 mg. a day, since none of the patients in 
this series developed side effects while on 
that dosage. Because the slight difference 
between a therapeutic dose and a dose that 
may produce s-de effects, fluphenazine should 
be administered carefully and watched 
closely. With one exception—that of acute 
dyskinesis—all of the side effects observed 
in this series were uncomfortable rather than 
dangerous to the patient, and immediately 
cleared upon reduction of the dosage. Nev- 
ertheless, relief of anxiety can be attained 
and maintained in the majority of patients 
treated with fluphenazine in doses which will 
not produce reactions. 

As with all tranquilizing drugs, basic per- 
sonality structure is not changed. Many 
times psychotherapy of a more formal na- 
ture is required. This should not be inter- 
preted to mean that reassurance, emotional 
support, sympathetic understanding, etc., are 
forms of psychotherapy. Some patients re- 
quire more than this, and psychotherapy 
with “uncovering and reconstruction” is nec- 
essary for anxiety that is deep-rooted. 
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Summary 


Twenty-five patients suffering from anx- 
iety and tension have been treated with flu- 
phenazine in daily doses of 2 mg. to 5 mg. 
for periods of from two weeks to six months. 
Eighteen of the 25 patients obtained relief 
from the symptoms and complaints for which 
they had sought treatment. Improvement 
was usually apparent during the first week 
of therapy and occurred in older individuals 
as frequently as in the younger patients. 
More females than males improved, though 
there is considerable question whether the 
improvement could be related solely to a sex 
difference because of other factors present. 
Despite early relief of anxiety, treatment was 
continued in those who improved to prevent 
the recurrence of symptoms. Seven of the 
25 patients did not improve during treat- 
ment. In two of the seven, the drug was 
discontinued because of side effects; in the 
remaining five, treatment was withdrawn 
after two weeks without apparent relief. 

Five patients developed unwanted reac- 
tions to the drug, these being dyskinesis, diz- 
ziness, trembling muscular twitching and a 
“drawing sensation.” Treatment was discon- 
tinued in the patient with dyskinesis because 
of the acute nature of the reaction. Another 
patient who developed dizziness and trem- 
bling discontinued the drug himself and re- 
fused to resume it. With a reduction in dos- 
age, the side effects in the other three pa- 
tients disappeared promptly. 

Results of this trial indicate that fluphen- 
azine is a potent and useful tranquilizing 
drug which when given in the proper dosage 
will provide marked symptomatic relief of 
anxiety and tension in ambulant patients en- 
countered in daily medical practice. Because 
the drug is so potent, it should be adminis- 
tered to patients under the careful supervi- 
sion of the physician to minimize the occur- 
rence of unwanted reactions. Such reac- 
tions usually disappear following a reduction 
in the dosage or withdrawal of the drug. 


REFERENCES 
1. Prolixin (Squibb Fluphenazine Dihydrochloride). 
New York, E. R. Squibb & Sons, 1959, pp. 20-21. 

2. Darling, H. F.: Dis. Nerv. Syst., 20:167, 1959. 
3. Taylor, I. J.: Am. J. Psychiat., 116:457, 1959. 


285 
3 
| 
ay 
i 


286 


DISEASES OF THE NERVOUS SYSTEM 


A “Browsing” Double Blind Study of Iproniazid in 


Geriatric Patients 


A. K. SHAPIRO, M.D., K. T. Dussik, M.D., J. C. TOLENTINO, M.D., 
and M. ASEKOFF, M.D. 


For several years considerable enthusiasm 
has been expressed about the use of ipronia- 
zid in the treatment of depressed patient.’ 
However, to date only one double blind study 
(on schizophrenic patients) has been re- 
ported.* Two uncontrolled studies cite an im- 
provement of 65 and 75 per cent in geriatric 
patients.** Consequently, although the num- 
ber of patients evaluated in this double blind 
study is small, we thought our findings 
would be of interest. 

Sixteen chronically depressed, state-hospi- 
talized, elderly, female patients were chosen 
for the study. Four were dropped because 
of illness during the control observation pe- 
riod. Diagnoses included: eight involutional 
psychotic reactions, two manic depressive 
reactions and two senile psychoses. All dis- 
played prominent depressive symptoms and 
had not responded to a variety of treatment 
methods, The patients were matched and 
randomly assigned to two groups. There 
was no significant statistical difference be- 
tween groups on variables such as age (aver- 
age 68 years), length of hospitalization 
(average 5.5 years) and duration of illness 
(average 15 years). Patients were observed 
during a control period for one to two 
months and then placed on iproniazid or 
placebo (under double blind conditions) and 
observed for three to five months. The drug 
was administered in dosages of 25 mg. t.i.d. 
for one month and increased to 50 mg. t.i.d. 
if improvement did not occur. The dosage 
was decreased or omitted if side effects or a 
worsening of the condition occurred. A vi- 
tamin tablet containing pyridoxine was ad- 
ministered throughout the study. Appropri- 
ate bi-weekly laboratory procedures were ob- 


From Massachusetts Mental Health Center, Bos- 
ton Psychopathic Hospital, Harvard Medical School 
and Metropolitan State Hospital. 

Iproniazid, the generic name for Marsilid, and 
the placebo tablets were supplied through the cour- 
tesy of Hoffmann-La Roche Inc., Nutley, N. J. 


tained. The patients were evaluated by two 
psychiatrists and four attendants. A Fer- 
gus Falls Inventory was done by attendants. 


Only two of the comparisons rated more 
patients improving on iproniazid than on 
placebo at a statistically significant level of 
5 per cent—psychiatrist B compared with 
other rators, and the grouped ratings of the 
two psychiatrists compared with the grouped 
ratings of the four attendants (see Table I). 
The Fergus Falls Inventory did not discrim- 
inate between groups. 

The quality of improvement was marked 
in one patient who was almost mute, with- 
drawn and disoriented prior to treatment. 
After one month on 75 mg. iproniazid daily, 
and concurrently with increasing the dosage 
to 150 mg. daily, she became talkative and 
oriented, worked on the ward and related 
well to personnel although somewhat hyper- 
actively. The latter was diminished with 
sedatives which were administered concomi- 
tantly with iproniazid. Improvement in the 
other patients was perceptible but not 
marked, and involved improved communica- 
tiveness, appearance, ability to sleep, appe- 
tite, general habitus and weight gain. How- 
ever, some of the patients on placebo mani- 
fested similar changes. 


TABLE I 
Clinical Evaluation 

Drug Evaluation Psychiatrists Attendants 
A B A 
Placebo No Change 2 6 4 3 8 @ 
Worse 2 0 a2 2 @ 
Iproniazid No Change 2 0 
Worse a2 3s 2 
NS * NS NS NS NS 

* * 


*Statistically significant at the 5% level of confidence. 
NS—Not statistically significant. 
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Pre- and post-study attitudes about the 
drug’s effectiveness were compared. Two 
psychiatrists and one attendant, who rated 
more patients improving on iproniazid than 
on placebo, considered the drug more effec- 
tive post-study compared to pre-study. The 
opposite direction is noted in the three at- 
tendants who rated more patients improving 
on placebo. Prior to revealing the double 
blind code, all the rators predicted which 
patients were thought to be on iproniazid 
or placebo. The psychiatrists assigned pa- 
tients to the correct group at a statistically 
significant level of 5 per cent (100% and 
92% correct) while there was no signifi- 
cant difference in the assignment among the 
four attendants (75%, 55%, 50% and 25% 
correct). Thus, there is a tendency for cor- 
relation between the evaluation of improve- 
ment, post-study attitudes about the drug’s 
effectiveness and the ability to predict 
whether patients were on drug or placebo. 
We will not go into the various interpreta- 
tions of this data except to mention the pos- 
sibility of the psychiatrists not being ob- 
jective because the double blind procedure 
broke down (as suggested by the correct 
prediction). 

Three iproniazid patients developed hypo- 
tension, dizziness and unsteadiness. This 
was considered serious in this group of el- 
derly patients because of the possibility of 
fatal fractures and cerebrovascular throm- 
boses. Two patients fell, one requiring su- 
tures for a chin laceration, and a third had 
to be put to bed. These side effects occurred 
during the second month concurrent with the 
increased dosage and responded to reduction 
of the dosage to 50-75 mg. per day. A third 
patient developed sore, dry gums in the third 
month. However, three patients on placebo 
had side effects: One complained of burning 
and sweating. Two patients developed very 
abnormal thymol turbidity values of 14 and 
15, five being the upper limits of normal. 
This certainly would have been attributed to 
iproniazid had the patients been on the drug. 
It again points to the importance of placebo 
controls in clinical studies to minimize the 
exaggerated reporting of side effects. 


It might appear that the double blind 
method broke down because of the successful 
prediction. This, however, does not in itself 
destroy the usefulness of a study or of the 
double blind method. This might be the re- 
sult of a drug’s successful action compared 
to a placebo. In this study, for example, two 
of the patients, without side effects, who 
were thought to have shown the most im- 
provement, were placed in the iproniazid 
group because of the improvement, This 
methodological difficulty should be consid- 
ered, nevertheless, by including, whenever 
possible, an active control substance with 
effects simulating the side effects of the ex- 
perimental drug, and/or by counteracting 
the side effects of the experimental drug. 

The considerable variability among the 
rator’s evaluation of change indicates that 
improvement was minimal. If iproniazid had 
resulted in dramatic changes, ratings would 
have been less variable. Complete cure or 
discharge is an inadequate criterion, how- 
ever, because of the very poor prognoses of 
these patients. 

Despite the latter, the small numbers in 
this series and other shortcomings in the 
study, we felt that we came closer to a reli- 
able evaluation of the drug than if we had 
conducted an uncontrolled study. Our ten- 
tative conclusion is that more patients dem- 
onstrated some improvement on iproniazid 
than on placebo. 


A. K. Shapiro, N. Y. U.-Bellevue Medical Center, 
550 Ist Ave., N. Y. 16, N. Y. 
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Trifluoperazine, a Potent Tranquilizer 


RAFAEL TROYANO-RIOS, M.D., and JOHN L. SIMON, M.D. 


Trifluoperazine (“Stelazine,” S.K.F.), one 
of the more recently developed phenothiazine 
derivatives contains (as may be seen from 
its formula of 10-[3-(1-methyl-4-piperazi- 
nyl) - propyl] - 2-trifluoromethyl phenothia- 
zine), the substitutions upon the promazine 
structure found in prochlorperazine (‘“Com- 
pazine,”’ S.K.F.) and trifluopromazine (‘Ves- 
prin,” Squibb). We have recently had the 
opportunity to test this new addition to the 
group of phenothiazine tranquilizers. 

Since both prochlorperazine and _ trifluo- 
promazine are effective in lower doses than 
either promazine or chlorpromazine, it might 
be expected that the new drug, trifluopera- 
zine, would be effective in smaller doses than 
any of these. Such, indeed, had been found 
to be the case by those who had tested the 
drug for the manufacturer before it was 
supplied to us.’ 

Our own observations were made upon 19 
patients housed generally in the “B” Build- 
ing at the State Psychiatric Hospital in Rio 
Piedras. Of these, ten were males and nine 
females. The ages ranged from 17 (two 
cases) to 60, with the mean about 32. The 
cases were more or less equally divided be- 
tween acute and chronic. 

Our main approach to the use of the drug 
was to compare its tranquilizing effects with 
those of earlier preparations. We were also 
concerned with any toxic effects that might 
result from its use, and with the extrapy- 
ramidal symptoms that the patients might 
exhibit. Our study was not directed to dem- 
onstrate any long-term therapeutic effects of 
trifluoperazine. 

Because of the potency of trifluoperazine 
as compared with earlier phenothiazines, the 
doses employed by us were relatively small. 
In accordance with its sustained effect, we 
gave the drug but twice daily. We began 
with doses as small as 5 mg. twice a day. 
_The highest dose we reached was about four 
times this, or two doses of 25 mg. and 20 


From State Psychiatric Hospital, Rio Piedras, 
Puerto Rico. 


mg., making for an aggregate of 45 mg. 
within the twenty-four hour period. We 
found the drug to be effective in these small 
doses. The general tranquilizing effect was 
comparable to that of chlorpromazine and 
other previously used tranquilizers. Our ex- 
perience suggests that the ratio between the 
effective dose of trifluoperazine and chlor- 
promazine is somewhere between 1:25 and 
1:75. 

We also confirmed that the drug is long 
acting. In one case, a number of days elapsed 
after the drug was stopped before the side 
effects produced disappeared. The highest 
dose given to this patient was 10 mg. twice 
daily. At the same time we found a signifi- 
cant incidence of concomitant effects of the 
drug. There was a relatively high occur- 
rence of extrapyramidal syndromes. Eight 
of our 19 cases had rigidity or tremor or 
both; one of these may perhaps be dis- 
counted since she had only lip tremor. 

Sialorrhea, broadly taken to include the 
emission of a dependent string of saliva from 
the mouth, occurred in four of our 19 cases. 
One of us (J. L. S.) has previously described 
this phenomenon in connection with per- 
phenazine.* The picture with trifluoperazine 
was almost equally striking. While more or 
less the same can be produced with the older, 
less potent ataractics such as chlorproma- 
zine, it is less conspicuous than with these 
newer more highly charged phenothiazines. 

Two cases presented vomiting. One of 
these, nevertheless, was kept on the drug 
until it was discontinued because of his si- 
alorrhea and extrapyramidal symptoms. He 
never had more than 10 mg. twice daily. The 
other case of vomiting, a 42 year old woman, 
had previously manifested sensitivity to 
chlorpromazine. She was given only 5 mg. 


of trifluoperazine twice daily for three days. 
In addition to vomiting, she presented an al- 
lergic reaction of the skin, headache, and 
vertigo, 

Favorable results include the rather diffi- 
cult to evaluate fact that in one chronic pa- 
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tient, echolalia disappeared for eight days 
with trifluoperazine, only to return even 
though treatment continued. After the drug 
was released for general use it was employed 
by a number of physicians on our staff. 
Their experience confirmed our general im- 
pression of the effectiveness of the drug and 
of the incidence of side effects, especially 
extrapyramidal, that it produced. 


In summary, we were able to conclude 
that trifluoperazine is by far the most po- 
tent phenothiazine tranquilizer to have 
reached us to date. The margin between 
therapeutic doses and doses capable of pro- 
ducing marked neurological side effects is 
very narrow. Patients rapidly develop ex- 


trapyramidal symptoms with it. It requires 
closer medical supervision than does, for ex- 
ample, chlorpromazine. Its very novelty (as, 
of course, that of any new drug) must in it- 
self be regarded a conditional disadvantage 
where trained personnel is in short supply. 
Definite advantages over chlorpromazine 
were not demonstrated in our limited study. 


Trifluoperazine for this study was generously do- 
nated by the Smith Kline & French Laboratories, 
Philadelphia, Pennsylvania. 
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1. “Trifluoperazine,” Lea & Febiger, Philadelphia, 

1958. 
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Psychiatric Treatment in a State Hospital 


JAMES S. TARWATER, M.D. 


Psychiatric treatment in a state hospital 
is much the same as treatment by a private 
psychiatrist or a psychiatric unit in a gen- 
eral hospital. In treatment outside state 
hospitals there is less dislocation of the pa- 
tient from his job, home and community en- 
vironment and the commitment and forcible 
admission to a state hospital is avoided. 
However, there are many who cannot afford 
private treatment and, by reason of their ex- 
tremely upset and disturbed states, would 
not voluntarily accept treatment on an out- 
patient basis. 

With the increasing number of private 
psychiatrists, general hospital psychiatric 
units and out-patient clinics, a growing per- 
centage of patients admitted to state hospi- 
tals already had some treatment. A large 
number of admissions have been mentally 
ill for years and any change in the family 
constellation may precipitate voluntary ad- 
mission or commitment. Such a case would 
usually be referred for longer term treat- 
ment in a hospital setting. The state hos- 
pital in many states is expected to take in 
and treat all types from the mentally de- 


From Bryce Hospital, Tuscaloosa, Ala. 


Read at a meeting of the Southern Psychiatric As- 
sociation, Nashville, Tenn. 


fective to the organically deteriorated. The 
majority of patients received by state hospi- 
tals are those where rehabilitation and re- 
turn home is difficult. . 

State hospitals being in existence for many 
years, have increased in size to the point 
where they may house three thousand to six 
thousand patients, and in some instances 
even more. A large percentage of the popu- 
lation of any old institution is made up of 
chronic, regressed patients classifiable in the 
schizophrenic group. These patients having 
failed to respond to treatment have gradu- 
ally accumulated, forming a backlog of so- 
called chronic and often custodial cases. 

As already mentioned, state hospitals are 
presently admitting many with little chance 
of release. They, together with the big 
backlog of chronic schizophrenics, tend to 
make the function of the hospital twofold: 
it is a place of intensive treatment, and a 
place of custody. Therefore the state hos- 
pital must provide treatment for the acutely 
mentally ill patient and also care for the 
chronic custodial type. It is necessary to 
provide all types of medical, surgical and 
dental treatment required by a community 
of five or six thousand. 

I think that treatment in state hospita!s 


| 

id 
i 
i 
- 

ras 

‘ 
q 
i 


29u PISDASES UF ‘tHE NERVOUS SYSTEM MAY 


is more pleasant and therapeutically reward- 
ing than was true even ten years ago. This 
change is the result of improvement in our 
knowledge and use of psychiatry, leading to 
more freedom and more of an “open door” 
policy. The first superintendent of the state 
hospital with which I am connected wrote 
in his tenth annual report, in October 1870, 
“«", . It seems, too, to have been forgotten 
or discredited in many quarters, that dun- 
geons, cells, chains, cribs shower baths and 
other appliances of cruelty have long since 
been abandoned in the scientific treatment 
of insanity; and that, combined with judi- 
cious medication, systematic kindness and 
undeviating candor, with firmness, are alone 
the great moral agents upon which the hu- 
mane and enlightened physician relies for 
success.” 


In response to a letter I received in 1953, 
inquiring about restraints in our hospital 
museum, I was happy to write: 


“This will acknowledge receipt of your letter of 
March 6th, requesting some of the metal restraints 
formerly used, but presently stored, in this hospital. 
It is noted that this material is to be used in cast- 
ing a Mental Health Bell, the ringing of which will 
dramatize the launching of the national Mental 
Health Week observance this year. I am sorry 
that we cannot participate by furnishing material 
for this bell, but am happy to state that as far as I 
know metal restraints have never been used in this 
institution.” 


Even though no physical restraint has 
been condoned in this hospital, there has re- 
mained throughout the years a too close and 
rigid supervision of movement and social 
environment. We are finding that our pa- 
tients respond better to the usual therapies 
such as electroshock therapy, individual and 
group psychotherapy, and tranquilizing med- 
icines, if they feel that living situations are 
adequate and that they are allowed some 
freedom, ground privileges, and opportuni- 
ties to meet and talk to the volunteer work- 
ers and civic and club groups who come to 
the hospital. We find that a large, active 


patient program of activities—recreation, 
occupational therapy and industrial therapy 
—does much to make a happy and satisfied 
group. This has been so noticeable that we 


have wondered how many would walk off if 
we opened all doors. 

With the change in attitude regarding 
mental illness and state hospitals, patients 
do not resent commitment and hospitaliza- 
tion as much as formerly. However, we re- 
gard admission as a part of treatment and 
make every effort to acquaint each patient 
at time of admission that we are interested 
in his early release. This policy is also part 
of the early planning with the patients’ rela- 
tives. This planning concerns ways and 
means of making a better home situation 
and better acceptance in the community to 
insure, as far as possible, against recurrence 
of symptoms immediately after release. 

Formerly there was reluctance to recom- 
mend trial at home. The diagnosis of schizo- 
phrenia was frightening and the hospital 
physician was loath to attempt an adjust- 
ment outside the hospital, We have had too 
many hospital adjustments and not enough 
home and community adjustments. Now we 
are interested in prompt and intensive treat- 
ment of the acute mentally ill with release 
following as soon as symptoms have sub- 
sided and the family and community envi- 
ronment improved sufficiently for acceptance 
and further care. We are helping arrange 
aftercare programs in the various counties 
to take over after a patient returns home, 
assisting in job placement and furnishing 
friendly contacts which we hope will lessen 
the number of “returns from trial visit.” 

I believe the changes in public attitude, 
our growing knowledge of psychiatry, and 
the continued leadership of the great men 
in the field who have advocated new meth- 
ods, will bring about further modifications 
in our treatment in state hospitals. There 
have already been many changes along lines 
I have mentioned, and some state hospitals 
have now found that the large farming op- 
eration that was a part of almost every hos- 
pital is now outmoded and unnecessary. This 
operation, while economical and _ beneficial 
to the hospital, had taken many patients out 
of the treatment program. I believe that 
any industrial therapy program should not 


utilize the services of a patient for an en-. 


tire day. He should spend some time in 
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recreation, occupational therapy and group 
psychotherapy sessions. 

With the new methods and new therapies 
we have been able to give better reports re- 
garding treatment and release, For the last 
two or three years there has been a decrease 
in the number of hospitalized patients. 
In the hospital with which I am connected 
we formerly had been accumulating some 75 
to 100 patients yearly whereas in 1955 our 
population declined by 22, and last year for 
the first time we were able to close the year 
with a decrease of 17 in our Negro hospital 
population. This occurred despite the fact 
that our admission rates were the same or 
slightly increased over former years. 

We are much interested in what can be 
done for our great backlog of chronic, re- 
gressed custodial patients. It is very satis- 
fying to work with this group and see im- 
provement with the newer medicines. We 
have been invading our so-called chronic sec- 
tions, selecting those under age forty and 
moving them into another section of the hos- 
pital where they are started on one of the 
newer drugs, provided with more attendant 
care, more freedom of movement and as they 
show improvement placing them into patient 
activity programs. We are seeing good re- 
sults. 

It appears that it is necessary that state 
hospitals work on the backlog of the so- 
called chronic, regressed population to get 
as many out as possible and to use our best 
_ efforts on recent admissions to see that the 
backlog does not continue to pile up. If we 
can work toward improving new admissions 
and getting them back home in a better ad- 
justed state with a better acceptance by the 
family and community, we may be able to 
further reduce the state hospital population. 

With the broad publicity regarding mental 
illness spread through magazines, films, tele- 
vision, radio and other media, there may 
arise this question: Is psychiatry being over- 
sold? Despite help from treatment agen- 
cies outside the state hospital, there has 
been a steadily increasing number of appli- 
cations for admission in the state hospital 


DISEASES OF THE NERVOUS SYSTEM 


291 


of my state, and the number accepted for the 
first eleven months of this fiscal year is the 
highest of any year. This fact indicates to 
me that more families are interested in hav- 
ing something done for their sick or those 
who might be showing evidence of difficulty 
in making a harmonious adjustment even 
though no psychotic state exists. 

With more psychiatric units in general 
hospitals, more private psychiatrists and 
more out-patient clinics, there should be 
fewer admissions in state hospitals. Then 
we may see, as Doctor Harry Solomon has 
predicted, a need for revamping our hospi- 
tals. For this to come about in some hos- 
pitals, it will be necessary for the state to 
provide nursing homes for the feeble, senile 
and arteriosclerotic patients, the middle-aged 
mentally defective and other organically 
deteriorated patients whose needs are 
strictly custody and care. There are yet a 
few years, however, in which state hospitals 
have need for more staff personnel, particu- 
larly the younger psychiatrists, most of 
whom enter private practice after complet- 
ing their residency training and receiving 
board certification. 


Summary 


With the advance of psychiatric knowl- 
edge and therapeutic techniques, together 
with the changed and changing attitudes re- 
flecting better acceptance of psychiatry and 
state hospitals, hospital personnel are doing 
a better job. 

Working in state hospitals has become 
more pleasing and therapeutically reward- 
ing with the result that population is tend- 
ing to decline. 

Admission rates in the hospital of my 
state have steadily increased since 1954 and 
are today higher than ever before due prin- 
cipally to the interest of the public that more 
people receive treatment. 

With the assistance of agencies outside 
the state hospital, it is hoped that we can 
look for fewer admissions of acute cases 
and for those who can be treated on an out- 
patient basis. 
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Eastern Psychiatric Research Association, Inc., Meeting 


G. LANGFELDT* 


The Philosophy of Albert Schweitzer 


On the basis of a study of the works of Albert 
Schweitzer, Dr. Langfeldt stated that many of the 
central points of Schweitzer’s philosophy of life 
have been misunderstood. This conclusion was con- 
firmed by a subsequent exchange of correspondence 
between the two men. For example, several theo- 
logians in Norway insisted that Schweitzer still be- 
lieved in the orthodox God of the Christians. How- 
ever, with the help of an interchange of letters 
with Schweitzer, Dr. Langfeldt succeeded in clari- 
fying Schweitzer’s beliefs concerning such concepts 
as that of God, The Figure of Jesus Christ, and The 
Prayer. Schweitzer not only accepted Dr. Lang- 
feldt’s interpretation of his philosophy but gave him 
permission to state the fact in the preface of a book 
on the subject which was soon to appear in London. 

Among the concepts which were verified by the 
correspondence are the following: God is an histori- 
cal symbol and, as such, it can have no real content 
because it is an abstraction. In Dr. Schweitzer’s 
opinion, we can meet God only in Being. By acting 
out love, the ‘will to live among other wills to live,” 
we fulfill the essential purpose of Life. 

The Figure of Jesus, according to Schweitzer, is to 
be considered not as a real son of God but, rather, 
as the greatest ethical personality who has ever 
lived. Christians usually direct Prayer to a tran- 
scendental God. To Schweitzer, Prayer is an act of 
meditation during which he tries to get contact with 
the primary eternal source. He feels that this gives 
us the strength to stay the difficulties of life and 
helps us to fulfil! our high destiny. Schweitzer has 
never submitted to a single religious dogma. To 
him, the only thing necessary to fulfill the meaning 
of life is that “of being man, purely and simply 
man, in the significance Jesus attached to that” 
(quoted from Schweitzer’s letter of June 10, 1908 to 
Gustav von Lupke). 

As a direct result of holding these concepts, 
Schweitzer declared himself as an agnostic concern- 
ing the understanding of what is going on in the 
world. He does not think that God is responsible 
for all the misery in the world nor that God is rul- 
ing the world. ‘We lose thereby the comfort which 
is connected with it,” he wrote to Dr. Langfeldt, ‘‘on 
the other hand our religion is getting more purified 
and strong.” 

In another part of the lecture, Dr. Langfeldt re- 
ferred to the personality traits in Albert Schweitzer 
which had contributed to making him one of the 


*Director of The University Psychiatric Clinic, 
Vinderen, Oslo, and Professor of Psychiatry at The 
University of Oslo, Norway. 

Meeting of Dec. 8, 1959. 


most outstanding personalities of our time. These 
observations were drawn from a study of Schweit- 
zer’s autobiography, ‘From Childhood to Youth.” 
Dr. Langfeldt stressed that Schweitzer’s most char- 
acteristic traits were his intellect, his courage, his 
uncompromising search for the truth and his in- 
sistence on rational thinking. In addition, his 
strength of will enabled him to realize the plan 
which he formulated at the age of 21. This was to 
complete his theological, medical and musical stud- 
ies before he was 30 so that he could devote him- 
self to his purpose of sacrificing himself in the serv- 
ice of humanity. In order to understand this great 
personality, equal consideration must be given to 
the mystical forces working in him. Albert Schweit- 
zer has a deeply religious nature with a conception 
of the mystical forces which, according to his own 
opinion, places him between deism and pantheism. 
In the last part of the lecture, Dr. Langfeldt 
pointed out the fact that many outstanding thinkers, 
spread over the whole world, now stress the neces- 
sity of a revolution in ethical and religious think- 
ing—away from dogmas. The primary and only 
necessary command in every religion must be that 
of practicing love for all human beings. Dr. Lang- 
feldt concluded the lecture by saying that in his 
opinion, Albert Schweitzer will remain known as a 
brilliant thinker and a great ethical and religious 
genius who, by practicing his own ethical principles, 
has shown mankind the way it must take, if it is 
to reach its destination. By stressing that ethics 
are the primary and central factor in people’s rela- 
tions to each other as well as to the great unknown, 
he has for all time demonstrated the only common 
principle that is of significance for man’s salvation. 


Authoritarian Personality and the 
Obscenity Threshold 


WLADIMIR G. ELIASBERG, M.D., PH.D. 
and IRVING R. STUART, PH.D. 


Many subjects viewing great works of art in the 
collections of the Metropolitan Museum of Art in 
New York City report percepts bordering on illu- 
sion and hallucination. What they see in these ex- 
hibits, in keeping with their primary emotional- 
moral responses and moral-religious attitudes, is 
pornography and indecency. 

This investigation on the moral effects of great 
visual art follows an earlier study on the character- 
istics of true literary pornography. In the pres- 


ent study a student population of 274 men and 
women (the largest number ever used in an experi- 
ment of this nature), had to judge great works of 
art, i.e., pictures showing single nude females, nude 
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women in groups, nude women in company with 
clothed men and single nude males. Titian, Ingres, 
Manet, Modigliani and Picasso were among the 
artists represented. The subjects were asked to 
write down whether they considered the work por- 
nographic. 

The factors that seemed to influence the subjects 
were the mode and technique of presentation and 
the personality of the viewer. Sculpture was less 
“suggestive” because of absence of movement. Phot- 
ographic realism was more suggestive than paint- 
ings. A comparison with the study made of lit- 
erary works (lecture by W. G. E. before a meeting 
of the American Psychiatric Association in 1956), 
showed the reader to be more “innocent” of intended 
pornography than was the viewer of art in the 
present study. Monotony, infantilism of expression, 
cruelty and suffering without any real plot had 
been found to make up the characteristics of true 
literary pornography. The same factors, often illu- 
sioned, were listed by the subjects as their reasons 
for considering innocent paintings or sculptures to 
be pornographic. 

The personality factor was measured by the Cali- 
fornia F Scale developed by Adorno, Frenkel-Bruns- 
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wick and others in their research of anti-Semitism 
(The Authoritarian Personality, Harper and Broth- 
ers, New York, 1950). We found a positive correla- 
tion between the F scores and the scores on the 
pornography scale. The authoritarians are shaped 
mainly by early childhood experiences. They are 
often refractory to classroom authority and do not 
change their judgments once they have evaluated 
a work of art on a face to face basis. These find- 
ings contribute toward an understanding of the cir- 
cumscribed influence of the critic. Viewers and 
readers are amenable to the opinion of the critic 
before having an opportunity to judge for them- 
selves. When they have seen the art, they uncon- 
sciously, consciously and aggressively adhere to 
their ideas, and it is their moral judgment which 
often presides over what is perceived. 

The logical consequence of our findings is an ex- 
perimental investigation of criticism, and such a 
study is presently being carried out. In testing 
pornographic reactions, we gain insight into the 
relationships of beauty, ugliness, sex, morals, the 
personality and society. Such testing will help pro- 
tect for our youth and for society, freedom of 
thought and expression. 


PUBLICATION OF TRANSACTIONS 


The Physicians Postgraduate Press announces its service of the prompt 
and accurate publication of the proceedings of professional meetings. 


PHYSICIANS POSTGRADUATE PRESS 
277 BROADWAY - NEW YoRK 7, N. Y. 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone $-8291 for information 


Mild Mental and Nervous Cases 


also 
Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 

HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 

Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 


ing: 
© Insulin Shock © Electro-Narcosis 
2628 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medicai- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WhHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 


tients—stressing a homelike environment with separate building units and special cottages—air- 
conditioned. 


A complete neuropsychiatric goers and treatment center including a department of psychol- 


ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as weil as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 

JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 

JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 
Neurology Psychiatry 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 


trained personnel. 
OCONOMOWOC, WISCONSIN 
PHONE LOGAN 17-5535 
EUGENE FRANK, M.D. OWEN OTTO, M.D. LEROY A. WAUCK, PH.D. 
WILLIAM C. JANSSEN Medical Director Clinical Psychologist 


LOREN J. DRISCOLL, M.D. JOSEF A. KINDWALL, M.D. 
Consultant 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 


The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 


Anesthesia by the Hand-Audén Associates and trained personnel available to cour- 
tesy staff. 
DORIS M. HORWOOD, Superintendent 


RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


seeps HILLCREST HOSPITAL st. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein 
P l N E W O O D Be. Leute Wonder Physicians in Charge 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 443700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 
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FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest priwate sanitaria in the United States. 
They offer private, individual specialized 6abe*to the patient. 


BALDPATE, INC. 


Georgetown, Massachusetts 


HALL-BROOKE 


Greens Farms, Conn. 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


Dallas 11, Texas 


HILLCREST HOSPITAL 


(formerly The Retreat, Inc.) 
Des Moines 12, Iowa 


ELMLAWN (The Wilgus Sanitarium) 


Rockford, Illinois 


PINEWOOD 


Katonah, New York 


FAIR OAKS 


Summit, New Jersey 


FAIRVIEW SANITARIUM 


Chicago, Illinois 


RING SANATORIUM 


Arlington, Massachusetts 


FOREST SANITARIUM 
Des Plaines, Illinois 


ROGERS MEMORIAL HOSPITAL 


Oconomowoc, Wisconsin 


GLENSIDE 


Boston 30, Massachusetts 


ST. CLAIR HOSPITAL 


Detroit 14, Michigan 


ST. JOSEPH SANITARIUM 


Dubuque, lowa 
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